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ABSTRACT 
Introduction: The prevalence of diabetes is increasing globally, currently 
India has the largest number of diabetes when compared with other 
developing countries. Though Diabetes mellitus is a chronic condition but 
people with diabetes can lead a normal life. Life style modification can be 
a very effective way to keep diabetes under control.  A study helps to 
assess the effectiveness of structured teaching programme on knowledge 
and attitude regarding lifestyle modification among clients with type-2 
Diabetes mellitus attending Diabetology Outpatient department at Rajiv 
Gandhi Government General Hospital, Chennai.  
Objective: The objective of the study was to assess the pretest level of 
knowledge and attitude regarding lifestyle modification of type 2 
Diabetes mellitus patient and to determine the effectiveness of structured 
teaching programme and to associate pre-test and post-test knowledge 
with selected demographic variables. 
Material and Methods: In this study quantitative with evaluative 
research approach and pre experimental one group pre-test and post test 
design was used. The study was conducted at Diabetology Outpatient 
department at Rajiv Gandhi Government General Hospital, Chennai. 60 
samples were selected for this study using non probability purposive 
sampling technique. Semi structured questionnaire was used to assess the 
level of knowledge and attitude and descriptive and inferential statistics 
were used for analysis and interpretation of data.  
Results: The findings of the study showed that, the post-test mean 
knowledge score 19.88 was comparatively greater than pre-test score 
10.52 and the computed ‘t’ value was 19.27 at P≤0.05 level of 
significance. Similarly, post-test mean knowledge score of attitude 
82.85 was greater than pre-test attitude mean score 44.08 and the 
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computed ‘t’ value t=28.82 was significant at P=0.001. Thereby, the 
study was effective at P≤0.001 level of significance. 
Conclusion: The results revealed that, most of the patients with 
Diabetes mellitus had improvement in level of knowledge and attitude 
after STP regarding lifestyle modification. Further, comparative studies 
could be done on rural and urban patients. 
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CHAPTER-I 
INTRODUCTION 
―Let Food be thy medicine and medicine by thy Food‖  
-Hippocrates 460-360 BC 
Women and diabetes - Our right to a healthy future was a theme 
of World Diabetes Day 2017.  Diabetes mellitus is a group of metabolic 
disease characterized by increased level of glucose in the blood as defect 
in insulin secretion and insulin action or both.  
There are currently over 199 million women living with diabetes and 
this total is projected to increase to 313 million by 2040
[1]
. The global 
prevelance of diabetes was estimated to be 9% among adults aged above 18 
years. India (31.7 million) topped the world with the highest number of people 
with diabetes mellitus followed by China (20.8 million) and  theUnited States 
(17.7 million) in the second and the  third place respectively. It is predicted that 
by 2030 diabetes mellitus may afflict up to 79.4 million individuals in India, 
while China (42.3million) and the United States (30.3million)will also see 
significant increase in those affected by the disease. Lower proportion of the 
population is affected in states of Northern India(Chandigarh 0.12 million, 
Jharkhand 0.96 million) as compared to Maharashtra (9.2 million) and Tamil 
Nadu(4.8 million). 
There are 30.3 million
[2]
 people with diabetes (9.4% of the US 
population) including 23.1 million people who are diagnosed and 7.2 
million people(23.8%) undiagnosed .The number of pre diabetes 
including 23.1 million adult aged 65 years or older age group with 
highest rate . 
Recently World Health Organization (WHO) released findings 
that placed India among the top three countries with the highest number 
of diabetes cases.A later report suggested that there were 171 million 
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people with diabetes in 2000, and predicted to be 366 million people by 
2030. It appears that these reports have consistently underestimated the 
global burden given that a 2011 IDF report  estimated there were already 
366 million people with diabetes, a number previously forecast for 
2030
[3]
.In 2016, the most recent prediction is that in 2040 there will be 
642 million people with diabetes worldwide. 
Increasing incidence of lifestyle disorder among Indians are 
largely attributed by unhealthy lifestyle practices like poor dietary 
pattern, inadequate physical activities, smoking, alcohol consumption. 
Promotion of healthy lifestyle practice among adolescents and adult  will 
reduce the prevalence of Diabetes mellitus.  
Dr.A.Ramachandran in 2015 from IDF said, India already the 
diabetic capital of the world, is heading towards a diabetic explosion 
.They expected 70 million people to be affected by 2015.
[4]
A recent 
study did in Chennai  shows an increase in prevalence of 40%in urban 
areas in six years and 49%in rural areas in three years. This proves the 
general hypothesis of diabetics affecting more urbanities than rural 
people to be wrong. 
Diabetes mellitus is an increasingly important global public health 
problem that threatens to  reach pandemic level by 2030.Some 
randomized trials have consistently shown that, increased physical 
activity and weight loss are effective approach to the control and 
prevention of diabetes
[5]
 
 
A health promotion programme helps the diabetic clients in 
gaining knowledge and developing attitude. The health promotion 
programme can guide, teach and promote an environment for the 
diabetic clients to practise the preventive measures like diet control, 
exercises ,medication and foot and regular follow up  
[6]
. 
 
3 
Jeffrey Johnson in the year 2013,lifestyle related risk factors play 
an important role in the development of diabetes mellitus. This is 
evident from increasing incidence of various secondary complications in 
diabetes. Some of these risk factors like dietary choices, smoking and 
alcohol consumption, overweight and secondary lifestyle are modifiable 
.Studies have shown that factors if effectively controlled, can lead to 
reduction in the risk of developing complications.  
1.1. NEED FOR THE STUDY 
The prevalence of diabetes is increasing globally. Fortunately 
there is compelling evidence from clinical trials that lifestyle 
modification and education can minimize the risk of diabetes, and new 
treatment can reduce the burden of risk mortality and morbidity.  
Rapid urbanization and industrialization have produced 
advancement on the social and economic front in developing countries 
such as India which have resulted in dramatic lifestyle changes leading 
to life style related disease like diabetes, hypertension. Thus information 
regarding health aspect such as diet , exercise, medication is needed  to 
modify the  life style in order to improve the quality of life. [7]
 
Currently India has the largest number of diabetes while 
comparing to the other developing countries.Most of the recent increase 
in diabetes is lifestyle-related. In India also the dramatic rise in the 
prevalence of diabetes mellitus is closely associated with changes in 
lifestyle like relative physical inactivity, central obesity and change in 
food habits, particularly increased consumption of fast foods .
[8] 
As per the survey results, prevalence of diabetes in Vellore 
district is 16.7% in a total district population of 3928106, male  1968430 
and female 1968430.
 [9] 
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A health promotion programme helps the diabetic clients in 
gaining knowledge and developing attitude.The health promotion 
programme can guide,teach and promote an environment for the diabetes 
clients to practise the preventive measures like diet control, exercises, 
medication ,foot care and regular follow up (Ravi Chandran 2012). 
In 2016 the Tamil Nadu results of the first INDIAB
[
 study 
supported by the Indian council of medical research indicate that there 
are about 42 lakhs indivuals with a diabetes and 30 lakhs people with 
pre- diabetes.
[10]
 Dr.Anjana also said that an analysis of the age-wise 
prevalence showed a higher percentage among the younger group, and 
by the time people reached 55 years, almost 50 percent was diabetic. 
Control of blood sugar is an important factor,as it is the  key in 
preventing organ complications that could even lead to death. In urban 
areas, the glycaemia control ranged between good to poor  reasonably in  
one third of the patient studied. 
Indian Medical Association 2015, Dr.Mohan national coordinator 
of the INDIAB study ,said that the study shows the real burden of the 
disease in the population, For the first time a comprehensive picture of 
the national prevalence would emerge, providing sufficient fodder for 
planners and health policy makers. It was also the first time such an 
extensive study was being done in the North East region, he added.  
Diabetes is spreading fast across the country and in Chennai 38% 
people who are under 40 are with diabetes with the incidence shooting 
up tenfold in the past 30 years. The Chennai urban rural epidemiology 
study (cures) which covered  26,001 individuals above the age of 20 
shows that 20% of the subjects were diabetics. The incidence of diabetes 
in the city was 1in 10%. 
20 years of age has gone up from 18.6% six years ago to 
24.7%.The city specific study showed that 20% of people between 20 to 
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55 years have diabetes. In rural areas the incidence from 1% of  40 years 
ago has come to 8 % at present ―Considering that a large part of the 
population lives in the rural areas, even a small jump in numbers could 
mean a lot,‖said Dr Mohan [11] 
In Rajiv Gandhi Government General Hospital 700 cases per day 
attended in Outpatient department, As per record per month 21,000 
cases are coming to the department. It includes type 1diabetes 30-40 per 
day , type 2 diabetes 300-400 per day and new cases 30-40 per day . The 
department is actively engaged in basic research, clinical research and 
experimental research. Type 2 diabetes formally known as adult diabetes 
occurs when there are insufficient insulin producing pancreatic beta 
cells for the body needs, Lifestyle modification is important to prevent 
early stage of type 2 diabetes. So this structured teaching program is 
made to reduce the micro and macro vascular complications of diabetes 
mellitus. 
1.2 STATEMENT OF THE PROBLEM 
A Study to assess the effectiveness of structured teaching 
programme on  Knowledge and attitude regarding life style modification 
among clients with type -2 diabetes mellitus attending diabetology out 
patient department at Rajiv Gandhi Government  General Hospital, 
Chennai‖ 
1.3 OBJECTIVES 
 To assess the pre-test levels of knowledge and attitude regarding 
life style modification among type -2 diabetes mellitus clients. 
 To determine the effectiveness of structured teaching programme 
on levels of knowledge and attitude regarding life style 
modification among type-2 diabetes mellitus clients. 
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 To associate the findings of post test levels of knowledge and 
attitude scores regarding life style modification with selected 
demographic variables 
1.4 OPERATIONAL DEFINITION 
1.4.1 Assess Effectiveness 
It refers to significant difference in the levels of knowledge and 
attitude regarding life style modifications among patients with diabetes 
mellitus before and after structured teaching programme. 
1.4.2 Structured TeachingProgramme 
It refers to teaching material developed by the investigator for 
imparting knowledge and attitude regarding life style modification of  
type 2 diabetic mellitus clients. 
1.4.3 Knowledge 
It refers to the information gained by the patient‘s lifestyle 
modifications on diabetes mellitus as measured by structured interview 
schedule prepared by the investigator.  
1.4.4 Attitude 
It refers to patient‘s perception and beliefs regarding lifestyle 
modifications on diabetes mellitus as measured by Likert scale 
developed by the investigator. 
1.4.5 Life Style Modification 
It refers to the ways of altering the day to day activities such as 
diet, exercise, self monitoring on blood glucose, foot care, prevention of 
complications, follow up. 
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1.4.6 Type-2 Diabetic Clients 
It refers to patients who were diagnosed as non-insulin dependent 
mellitus for the first time based on blood investigations like 
AC,PC(fasting, postprandial ),Hb A 1 c. 
1.5 HYPOTHESES 
H1 – There is a significant difference in pre and post test levels of 
knowledge and attitude regarding lifestyle modification among patients 
with type-2 diabetes mellitus clients. 
H2 – There is a significant association between post  test levels of 
knowledge and attitude regarding lifestyle modifications with selected 
demographic variables among patients with type-2 diabetes mellitus 
clients. 
1.6 ASSUMPTIONS 
Structured teaching programme are effective to improve the levels 
of knowledge and attitude regarding life style modification.  
1.7 DELIMITATIONS 
The study is delimited to 
 Patients who are insulin dependent diabetes – Type –I. 
 Data collections will be 4 weeks only. 
1.8 CONCEPTUAL FRAMEWORK KOLCABA’S THEORY OF 
COMFORT 
Conceptualization is the planning and designing of ideas. The 
model helps in the research progression. Kolcaba‘stheory [31] of comfort 
was developed by Katherine Kolcaba in 1990.  
According to Kolcaba model, comfort is an immediate desirable 
outcome of nursing care. According to this model, patients are 
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considered to be individual, families, institutions or communities in 
need of health care. In the model, nursing is described as the process of 
assessing patient‘s comfort needs, developing and implementing nursing 
care plans and evaluation of those plans.  
HEALTH CARE NEEDS 
Kolcoba defined health care needs as any deficits in any context of 
comfort that arise from Stressful health care situations which the patient‘s 
natural system cannot meet. In this study, health care need refers to levels 
of knowledge and attitude among patients with diabetes mellitus.  
NURSING INTERVENTIONS 
According to Kolcaba, it refers to the comfort measures which 
nurses design and implement that are targeted to health care needs. 
These interventions have the explicit goal of enhancing the patient‘s 
immediate comfort and for facilitating subsequent desirable health 
seeking behavior. In this study nursing interventions include health 
promotion program to improve the levels of knowledge and attitude 
regarding life style modifications. 
INTERVENING VARIABLES 
It refers to factors that each patient brings to health care situation 
that nurses can‘t change and that have an impact on the success of 
interventions. In the study the demographic variables such as age, 
gender, religion, marital status, educational status, occupation, monthly 
income, type of Family, residential area, type of food, any family history 
of diabetes mellitus, previous knowledge on diabetes are taken as the, 
sources of information. 
ENHANCED COMFORT 
According to Kolcaba, it refers to the immediate experience of 
comfort in the ease sense, relief and transcendence met in physical, 
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psychospiritual, environmental and socio-cultural context of experience. 
In the present study it refers to the improvement in levels of knowledge 
and attitude among patients with diabetes mellitus following health 
promotion program. 
HEALTH SEEKING BEHAVIOUR: 
According to the comfort theory, it includes internal and external 
behaviour in which the patient engages to facilitate health or peaceful 
death. Internal behaviours are the effect of exercises on psychological 
and physiological parameters which include healing, oxygenation etc. 
and external behaviour includes working in a therapy, ambulation. In 
this study.health seeking behaviour refers to the personal practice of diet 
modification, exercise, self monitoring of blood glucose, foot care, 
prevention of complication, follow up among patients with diabetes 
mellitus which is an external behaviour.  
INSTITUTIONAL INTEGRITY 
Institutional integrity is the value, financial stability and 
wholeness of health care organizations at local, regional, state and 
national levels. In this study institutional integrity is exhibited by 
recommending diet modification, exercise, self monitoring of blood 
glucose, foot care, prevention of complication, follow up among patients 
with diabetes mellitus. 
BEST PRACTICES AND POLICIES 
Best practices and policies are protocol and procedures developed 
by an institution for overall use after collection of evidence. In this 
study, best policies include the revision of policies to practice health 
promotion program. In this study, best practices refer to the 
incorporation of diet modification, exercise, self monitoring of blood 
glucose. Foot care, prevention of complication, and follow up in day to 
day practice, for patients with diabetes mellitus.  
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CHAPTER-II 
REVIEW OF LITERATURE 
A literature review is a body of text that aims to review the 
critical points of knowledge on a particular topic of research. (ANA-
2000). 
Review of literature for the study has been done on knowledge 
regarding lifestyle modification among diabetes mellitus. Review of 
literature in this study is arranged under the following heading.  
LITERATURE RELEATED TO 
Section-A: Knowledge and attitude on diabetes mellitus. 
Section-B: Educational programme and Life style modification 
among type 2 diabetes mellitus. 
Section-C: Diet, exercise, self monitoring on blood glucose 
among type-2diabetics mellitus 
Section –D:Foot care practice among type 2 diabetes mellitus.  
SECTION A: LITERATURE RELATED TO KNOWLEDGE 
AND ATTITUDE ON DIABETES MELLITUS 
Dr.MDeepaet al (2017) conducted a study from subjects which 
were drawn from a representative sample of four geographical regions of 
India, Chandigarh, Tamil Nadu, Jharkhand and Maharashtra representing  
North, South, East and West and covering a population of 213 
million
[12]
. A total of 16,607 individuals (5112 urban and 11,495 rural) 
aged ≥20 years were selected from 188 urban and 175  from rural areas. 
Awareness of diabetes and knowledge of causative factors and 
complications of diabetes were assessed using an interviewer 
administered structured questionnaire in 14,274 individuals (response 
rate, 86.0%), which included 480 self-reported diabetic subjects. 
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Only 43.2% (6160/14,274) of the overall study population had 
heard about a condition called diabetes. Overall urban residents had 
higher awareness rates (58.4%) compared to rural residents (36.8%) (P < 
0.001). About 46.7% of males and 39.6% of females reported that they 
knew about a condition called diabetes (P < 0.001). Of the general 
population, 41.5% (5726/13,794) knew about a condition called 
diabetes. Among them, 80.7% (4620/5726) knew that the prevalence of 
diabetes was increasing, whereas among diabetic subjects, it was 93.0% 
(448/480). Among the general and diabetic population, 56.3% and 
63.4% respectively, were aware that diabetes could be prevented. 
Regarding complications, 51.5% of the general population and 72.7% 
diabetic population knew that diabetes could affect other organs. Based 
on a composite knowledge score to assess knowledge among the general 
population, Tamil Nadu had the highest (31.7) and Jharkhand the lowest 
score (16.3). However among self-reported diabetic subjects, 
Maharashtra had the highest (70.1) and Tamil Nadu, the lowest sco re 
(56.5). 
Baptista LC et al (2017) investigated to establish the effect of a 
long-term multi component exercise (LTMEX) intervention (24 months) 
on health-related quality of life (HRQoL). In older adults with type 2 
diabetes (T2D)
[13]
.This longitudinal retrospective cohort tudy analyzes 
the effects of a supervised LTMEX program on HRQoL in older adults 
with T2D (n=279). Participants underwent one of  the two conditions: 
LTMEX (n241) trained three times per week; and unchanged lifestyle of 
the control group (CO; n 38). Participants completed baseline, and 2-
year follow up evaluations including the Short Form Health Survey 36 
(SF-36), anthropometric, hemodynamic components: and 
cardiorespiratory fitness (V02 peak). It reveals that LTMEX improves.  
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Aryal UR (2015) conducted a study to determine the level of 
diabetes related health knowledge, attitude and practice (KAP) among 
diabetic patient and factors associated with KAP
[14]
. An institutional 
based cross-sectional study was conducted using a non-probability 
sampling technique to select the diabetic patients. A total of 244 
diabetic patients were interviewed from July to November 2014. Data 
was collected by face to face interview using structured interviewer rater 
questionnaires. Median score for knowledge, att itude, and practice were 
Xl, 40 and 14 respectively. Among all  the patients, l2.3%, 12.7% and 
16% had highly satisfactory knowledge, attitude and practice 
respectively. This study reveals a variation between diabetes related 
health knowledge, attitude and practice in Nepal among those who arc 
affected by diabetes. The results show the potential diabetes health 
literacy needs to be as was a significant (P<0.01) improved for better 
health promotion. 
BalasubramanyamM(2011) conducted a descriptive study 
conducted on 100, diabetes patients to assess the knowledge and attitude 
on self care activities by using interview schedule and Likert‘sscale [15]. 
The results showed that 48% of the patients had inadequate knowledge, 
35% of the patients had moderately adequate knowledge and 17% of the 
patients had adequate knowledge. Regarding attitude 72% of the patients 
had undesirable attitude, 16% of the patients had desirable attitude and 
12% of the patients had most desirable altitude on self care activities. 
The researcher concluded that most of the patients were having 
inadequate knowledge and attitude about diabetes mellitus. So it is 
suggested that proper health education can improve the patient‘s 
knowledge and attitude on self care activities.  
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SECTION B: LITERATURE RELATED TO EDUCATIONAL 
PROGRAMME AND LIFE STYLE MODIFICATION AMONG 
DIABETES 
Gaillard T 2015 conducted a study on patient-centered community 
Diabetes education program improves glycemic control in African-
American patients with poorly controlled Type 2 Diabetes
[16]
.Importance 
of Point of Care Metabolic Measurements. African-Americans with type 
2 diabetes (T2DM) have higher morbidity and mortality partly attributed 
to poor glucose control and lack of formal diabetes self -management 
education and support (DSMES) programs compared to Whites. 124 
African-American patients were recruited with T2DM. randomized into 
Group l-DSMES (n = 58) and Group 2-standard care group (n-38) for 6 
months. Body weight, blood pressure, random blood sugars and point -
of-care (POC) hemoglobin A1C (A1C) and lipids/lipoproteins were 
measured at 0. 3, and 6 months. No significant changes were found in 
the clinical/metabolic parameters in Group 2. This study concludes that 
DSMES, supplemented with POC testing, was associated with 
significant improvements in glycemic control without changes in body 
weight, blood pressure, or lipids / lipoproteins. The inclusion of DSMES 
with POC testing in managing African-American patients with T2DM 
attending inner city primary care clinics were recommended.  
Vu R (2014)A community-based individualized lifestyle 
intervention among older adults with diabetes was conducted in 5 
community clinics in Tianjin, China. Trained physicians used energy 
monitors and software as tools to provide eight individualized lifestyle 
consultation sessions to 273 residents with diabetes (including 
prediabetes)
[17]
. The recruitment was based on a waitlist control design. 
The early group (n = 175) received the 3-month intervention and the late 
group served as controls; afterward, the early group was followed up 
while the late group received the 3-month intervention. Selected 
characteristics between the 2 groups were compared by x (2) tests, 
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continuous variables paired ‘t‘ tests, and independent t tests. Hence 
concluded that community-based lifestyle programme produced short-
term beneficial changes in activity, diet, and clinical parameters in 
patients with mild diabetes. Larger and longer trials are needed to fully 
evaluate the effectiveness and feasibility of this model.  
Tuso P (2014) conducted a study on diabetes and lifestyle 
modification: time to prevent a preventable disease. More than 100 
million Americans have diabetes
[18]
. Diabetes is a condition in which 
individuals have blood glucose levels higher than normal but not high 
enough to be classified as diabetes. People with diabetes have an 
increased risk of Type 2 diabetes. An estimated 34% of adults have 
diabetes. Diabetes is now recognized as a reversible condition that 
increases an individual‘s risk for development of diabetes. Lifestyle risk 
factors for diabetes include overweight and physical inactivit y. 
Increasing awareness and risk stratification of individuals with diabetes 
may help physicians understand potential interventions that may help 
decrease the percentage of patients in their panels in which diabetes 
develops. If untreated, 37% of the individuals with diabetes may have 
diabetes in 4 years. Lifestyle intervention may decrease the percentage 
of diabetic patients in whom diabetes develops to 20%. Long—term data 
also suggests that lifestyle intervention may decrease the risk of diabetes 
progressing to diabetes for as long as 10 years. To prevent I case of 
diabetes during a 3-year period, 6.9 persons would have to participate in 
the lifestyle intervention program. Investment in a diabetes prevention 
program now may have a substantial return on investment in the future 
and help prevent a preventable disease.  
Lee JK (2014) conducted a study on the effects of a coaching 
program on comprehensive lifestyle modification for women with 
diabetes mellitus. The research design for this study was a non-
equivalent control group quasi—experimental study[19]. Participants in 
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this study were 34 for the control group and 34 for the experimental 
group. The experimental group participated in the Coaching Program on 
Comprehensive Lifestyle Modification. The program consisted of 
education, small group coaching and telephone coaching over 4 weeks. 
The Coaching Program on Comprehensive Lifestyle Modification used 
in this study was found to be effective in improving self -care behavior 
and reducing depression, fasting blood sugar and HbAI C, and is 
recommended for use in clinical practice as an effective nursing 
intervention for women with diabetes. 
ShookaMohammadi (2013)This cross-sectional study was 
carried out to define level of knowledge, attitude and practices regarding  
diabetes among 100 type 2 diabetes patients attending to the diabetes 
clinic in Golestan hospital in Ahvaz a city in southwest Iran during the 
study period of August to October 2013
[20]
. The mean age of men and 
women was 56±6.1 and 53.4± 6.7 years respectively. Sixty one percent 
of diabetes patients were female and 39 % were male with mean 
duration of diabetes 4.05 ± 1.4 years. Almost 27 patients were illiterate, 
but the majority (41%) of them did not get educated after primary level. 
Of the males, 27 patients (27%) were employed, 12% were retired and 
most of the females (61%) were housewives. Majority of patients (72%) 
had household incomes lower than 8,000,000 Rials a month (USD282). 
More than half of the patients (68%) reported had family history of 
diabetes. Fifty three percent of patients had good glycemic control 
(HbA1c level = <7%). 
SECTION-C: LITERATURE RELATED TO DIET, 
EXERCISE, SELF MONITORING ON BLOOD GLUCOSE 
AMONG DIABETICS. 
Campbell AP (2015) conducted a study on Dietary protein which 
is important in the practical management of diabetes and type 2 
diabetes
[21]
. Many misconceptions surround the role of dietary protein in 
the management of diabetes, Currently, recommendations for protein 
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intake are based on individual assessment and the consideration of other 
health issues and implications, such as the extent of glycemic control, 
the presence of kidney disease, overweight and obesity, and the age of 
the patient. For many people with type 2 diabetes. aiming for 20—30% 
of total energy intake as protein is the goal. It shows greater 
improvement in fasting plasma glucose (p= 0.05) and glycated 
hemoglobin (p<0.01). In addition, health care providers should 
recognize that persons with diabetes are attempting to manage many 
other aspects of their diabetes, including blood glucose monitoring, 
physical activity, and taking of medication, risk reduction, and problem 
solving. 
Vega C (2014) conducted a study on the quality of carbohydrates 
in the diet and their effect on metabolic control of type 2 diabetes
[22]
. 
The objective of this study was to determine the relationship between 
the parameters of metabolic control and quality of carbohydrates (CHO) 
of the diet in individuals with type 2 diabetes, controlled with diet 
and/or Metformin. In 108 men and women aged between 18 and 60 
years, glycosylated hemoglobin A (HbAlc) between 6% and 10%, 
without sulfonylureas or insulin therapy; were examined through two 
separate surveys of 24-hour recall. The Pearson correlation test was used 
to analyze the degree of association between variables, considering 
significant at p< 0.05. The mean HbAlc was 7.3 ± 1.3%, CHO 
consumption was 219.8 ± 27.0 g/day; GI was 74.9 ± 11.3% and GL was 
164.0 ± 22.04 g. A significant positive correlation was found out 
between the CHO intake (r 0.290, P <0.05), GI (r = 0.70. p <0.001), GL 
(r = 0.225, p <0.05) of diet and HbA1c levels in the individuals. In 
conclusion the study showed that the quality of CR0, mainly GI, are 
strongly associated with metabolic control of DM 2.  
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Veras VS (2014) conducted a study on self-care among patients 
enrolled in a self monitoring blood glucose program. This cross -
sectional study checks specific self-care activities of patients with 
diabetes mellitus enrolled in a self-monitoring blood glucose program 
from August to December 2012 in two Primary Health Care units in the 
interior of Sao Paulo, Brazil
[23]
. The sample was composed of 74 female 
and male individuals, aged 18 years old or older. The summary of 
diabetes self-care activities questionnaire was used. Eight out of the 15 
self-care activities were within desirable levels, namely: healthy diet, 
not eating sweets, blood glucose testing and as frequently as 
recommended, drying between toes after washing feet. and taking 
medications (three iterns).The results enabled there were significant 
improvements (p= 0.05) identification of gaps in specific self -care 
activities among patients with diabetes mellitus.  
Urbanski (2013) conducted a study to assess the effect of exercise 
in diabetes mellitus was researched. Trials were identified through the 
Central Register of Controlled Trials
[24]
. Fourteen randomized controlled 
trials comparing exercise, against no exercise in diabetes were identified 
involving 377 participants. Trials ranged from eight weeks to twelve 
months duration compared with the control. There was no significant 
difference between groups in whole body mass, probably due to an 
increase in fat free mass, with exercise intervention significantly 
increased insulin response and decreased plasma triglycerides . No 
significant difference was found between groups in quality of life. The 
analysis shows that exercise significantly showed improvements in 
(p=0.05) glycemic control and reduces visceral adipose tissue and 
plasma triglycerides. 
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SECTION D: LITERATURE RELATED TO FOOT CARE 
PRACTICE AMONG DIABETICS. 
AR Muhammad-Lutfi (2013) This is a prospective cross 
sectional study performed between September 2013 until May 2014 on 
an in-patient population at Hospital SultanahNurZahirah a tertiary 
medical center in Kuala Terengganu, Malaysia
[25]
 . A total of 157 
patients were included in this study with a mean age of 56.33 years 
(range 31-77) with 94 patients (59.9%) e 55 years or older Table I. 
There were 72 male (45.9%) and 85 female (54.1%) patients with the 
majority of them were Malays (154 patients, 98.1%). Only three patients 
were Chinese (1.9%) from the whole study sample. The mean duration 
since diagnosed with diabetes was 11.26 years (1-38). Most patients had 
diabetes for less or equal to 10 years (53.5%). A large majority of the 
patients earned less than RM2000,00 monthly (120 patients, 76.4%) and 
only 14 (8.9%) patients had received education beyond the SPM at 
tertiary level. Based on the chi square test of relatedness (Table III) age, 
gender, household income per month, educational level and duration 
since diagnosed with diabetes had no significant association with 
knowledge and practice with none of the variables had p value of less 
than 0.05. 
Van Baal (2014) conducted a cross sectional study on knowledge 
and practice of foot care in Iranian people with diabetes, to determine  
the knowledge and practice of foot care in people with diabetes was 
undertaken. A questionnaire was completed by 148 patients with 
diabetes in Tehran, Iran. Knowledge score was calculated and current 
practice was determined
 [26]
. The knowledge score was 6.6 out of 
possible 16 illiterate patients who were the least knowledgeable. Lack of 
adequate knowledge includes the following 56% not aware of the effect 
of smoking on circulation to the feet, 60% failed to inspect their feet and 
42 % did not know to trim their toenails and high risk practice including 
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walking bare foot. The results of this study highlighted the patient‘s 
inadequate knowledge of self care about their foot and lack of optimal 
foot care services. 
Loreto (2013) Researchers had expressed that management of the 
diabetic foot ulcers are likely to occur in up to 25% of people with 
diabetes mellitus at some time in their life without adequate 
management. There is a high risk of infection, gangrene, amputation and 
death
[27]
. Over 50% of major amputation in the UK happens to people 
with diabetes, and within three years of amputation 50% patients die. 
Diabetic foot ulcer need specific management and some of the principles 
of moist wound healing do not apply. Diabetic patients with foot ulcers 
benefit from accurate and prompt assessment, diagnosis, treatment, and 
long term follow up. In order to conserve the foot ensure that these 
complex wounds arc treated. 
Gelaw,MustefaAhmed,MulunehFromsaSeifu&Dr.Thirumurugan 
G.et al (2014) conducted a study on assessment of knowledge, attitude 
and practices regarding life style modification among type 2diabetic 
mellitus patients attending Adarna Hospital Medical College, Oromia 
Region, Ethiopia
[28]
. It shows that concerning knowledge of the patients 
towards LSM management of diabetic; majority of the patients were 
knowledgeable which accounts 90(77.59%) followed by 13(11.21%) 
patients fairly knowledgeable and the other 13(11.21%) patients were 
poorly knowledgeable. Regarding attitude of the patients 95(81.89%) 
patients had positive attitude and the other 21(18.11%) had fair attitude. 
In another way almost half of the patients 57(49,1%) had good practice. 
The other 39(33.62%) and 20(17.24%) have poor and average practice 
respectively. 
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Cezaretto A, Barros CR, Almeida-Pititto B, Siqueira-Catania A, 
Monfort-Pires M, Folchetti LG, Ferreira SR et al (2012) conducted a study by 
comparing the effects of two lifestyle intervention programs for type 2 diabetes 
mellitus (T2DM) prevention traditional intervention or interdisciplinary psycho 
education-based intervention. This was studied - in daily habits and cardio 
metabolic risk factors and investigated the role of the psycho educational 
approach for the retention of individuals in the program
[29]
. Between 2008 and 
2010, in a public health service, 183 pre- diabetic individuals were allocated to 
two 18-month interventions involving diet and physical activity. Physical 
activity, diet, quality of life (QOL) and depression and biochemical 
measurements were obtained, it reveals that improvements in energy intake and 
physical activity were greater in the interdisciplinary than the traditional 
intervention, A decrease in fat mass and blood pressure was more pronounced 
with interdisciplinary intervention. Dropouts from the traditional intervention 
only had higher BMI and lower fiber intake and QOL than non-dropouts. 
Sun Dl, Man W, Zhang L.et al (2012) conducted study on roles of 
insulin resistance, endothelial dysfunction and life style changes in the 
development of cardiovascular disease in diabetic patients
[30]
. Diabetes mellitus 
(DM) caused 1.3 million death in 2010 and cardiovascular disease is the 
leading cause of mortality of diabetic patients. Cardiovascular disease in DM 
involves complex pathophysiology process which is promoted by lots of risk 
factors. Genetic, epigenetic, lifestyle and environmental factors, are responsible 
for the current epidemic of diabetes and the subsequent increased risk for 
cardiovascular disease. Over the past years, targets focusing on increased risk 
of cardiovascular events in diabetic patients have attracted intense interests. 
‗Within this review, the role of insulin resistance, endothelial dysfunction and 
life style changes in the development of cardiovascular disease in diabetic 
patients are discussed. Potential strategies and challenges in targeting 
cardiovascular risks in diabetic individuals are also considered. 
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CHAPTER-III 
METHODOLOGY 
This chapter deals with methodology and selected by the 
investigator to assess effectiveness of structured teaching programme on 
levels of knowledge and attitude regarding life style modification among 
patients with type 2 diabetes mellitus at Rajiv Gandhi Government 
General Hospital,Chennai. Methodology refers to the techniques used to 
structure a study to gather and analyze information in a systematic 
fashion.  
–Polit&Hungler 
3.1 RESEARCH APPROACH 
Research approach used for the study was quantitative with 
evaluative research approach. 
3.2 RESEARCH DESIGN 
Pre-experimental one group pre-test-post test design. 
01 X 02 
Pre-test knowledge of 
life style modification 
Structured Teaching 
Programme 
Post-test knowledge of 
life style modification 
01: Pre-test to assess the level of knowledge and attitude 
regarding lifestyle modification among type 2 diabetes mellitus clients. 
X: Structured teaching programme 
02: Post-test to assess the level of knowledge and attitude 
regarding lifestyle modification among type 2 diabetes mellitus clients 
after structured teaching programme. 
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3.3 SETTING OF THE STUDY 
The study was conducted in Diabetology out patient department at 
Rajiv Gandhi Government General Hospital, Chennai. As per the records 
per month 21,000 cases are coming to the department. It includes type 1 
diabetes 30-40 per day, type 2 diabetes 300-400 per day and new cases 
30-40 per day. The hospital is a well equipped wing with all facilities  
available in the outpatient department. The department is actively 
engaged in basic research , clinical research and experimental research . 
This structured teaching program reduces micro vascular and macro 
vascular complication of diabetes mellitus. So Ihave interest to do the 
health promotion program to promote the life style modifications of type 
2 diabetes mellitus . 
3.4 POPULATION 
The populations selected for the study are the patients who are 
newly diagnosed as type 2 diabetes mellitus,  
Target population  
Patient with diabetes mellitus attending outpatient department in 
RGGGH, Chennai-3 and who full fills the inclusion criteria of sample 
selection 
Accessible population  
Comprises of both male and female patient with diabetes mellitus 
outpatient department at RGGGH, Chennai -3 
3.5 SAMPLES 
The patients who are diagnosed as type 2 diabetes mellitus for 
first time at RGGGH as outpatient. 
 
23 
3.6 SAMPLING TECHNIQUE 
Non probability.purposive sampling technique used for the study.  
3.7 SAMPLE SIZE 
60 samples will be selected for the study based on inclusion and 
exclusion criteria. 
3.8 CRITERIA FOR THE SAMPLE SELECTION: 
3.8.1 Inclusion criteria: Patients who 
 Are attending diabetic OPDs 
 First time diagnosed as Type 2 Diabetes mellitus  
 Able to understand and communicate in Tamil  or English. 
 Willing to participate in the study.  
 Both male and female. 
3.8.2 Exclusion criteria: Patients who have 
 Cognitive impairment. 
 Hearing and visual impairment. 
 Below 18 years 
 Patients with complains  
 Patients who had attended the health promotion program   
3.9 VARIABLES 
3.9.1 Independent Variables 
Structured Teaching Programme 
3.9.2 Dependant Variables 
Levels of knowledgeandattitude regarding life style modification 
among type 2 diabetes mellitus. 
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3.10 DESCRIPTION AND DEVELOPMENT OF THE 
INSTRUMENT 
A search of literature was made for the purpose of developing 
appropriate tool for assessing knowledge and attitude regarding life style 
modification on diabetes mellitus. 
Structured questionnaire for knowledge and for attitude was 
developed by the investigator. It was validated by 5 experts from 
nursing and medical researchers and suggestions are accepted and 
corrected.  
In this study instrument consists of 3 sections. 
Section-A 
Deals with demographic variables, such as age, gender, religion, 
marital status, educational status, occupation, monthly income, type of 
family, type of work, residential area, dietary pattern, habit, any family 
history of diabetes mellitus, previous knowledge on diabetes mellitus, 
source of information. 
Section-B 
It consists of structured interview schedule to assess knowledge 
regarding life style modifications among patients with diabetes mellitus. 
It has 25 multiple choice questions each questions has 4 options out of 
which one is correct answer. For each correct response a score of 1 (one) 
and for wrong response 0 (Zero) score is given .The total score is 25. 
Section-C 
It consists of five points Likert Scale is used to assess the attitude 
regarding life style modification among patient with diabetes mellitus.  
The total score is 50. 
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For the positive attitude questions the score is measured as 
follows. 
Strongly Agree : 5 
Agree : 4 
Uncertain : 3 
Disagree : 2 
Strongly Disagree : 1 
For the negative attitude questions the score is measured as 
follows. Total questions-20.Maximum marks-100. 
Strongly Agree : 1 
Agree : 2 
Uncertain : 3 
Disagree : 4 
Strongly Disagree : 5 
3.11 ETHICAL CONSIDERATION 
The Study was conducted after the approval from the ethical 
committee, Madras Medical College, Chennai-3. All respondents were 
carefully informed about the purpose of the study and their part during 
the study and how the privacy was guarded. Ensured confidentiality of 
the study result. Written permission was obtained from all participants.  
3.12 PILOT STUDY PROCEDURE 
The pilot study is a small-scale version of a preliminary try out 
method to be used actually in a large study, which acquaints the research 
with the research method, tools and problems that can be corrected 
before assessing out of the large study. 
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After obtaining the formal permission from principal, college of 
nursing and ethics committee, RGGGH Chennai. Pilot study was 
conducted among patient with type 2 diabetes mellitus outpatient 
department,RGGH Chennai-3 who was met the inclusion criteria .It was 
carried over among 10 selected samples for the period of 7 days from 
22.7.17 to 30.7.17. 
Pre-test was conducted and data collected using semi structured 
questionnaire followed by which structured teaching programme was 
client, with adequate explanation and classification of doubts regarding 
diet, exercise, physical activity, protecting such disease prevent the 
complication using power point presentation and booklets  . 
Post-test was conducted on the level of knowledge regarding 
meaning and incidence, risk factors, etiology, sign symptoms. Life style 
modification regarding type 2 diabetes mellitus on 6
th
 day using same 
semi structured questionnaire. No methodological constraints were 
found in the pilot study the tool was effective, thereby the study was 
feasible and practicable. 
RELIABILITY OF THE TOOL 
 After pilot study reliability of tool was assessed by using test- 
retest method. Knowledge score reliability correlation, co-efficient value 
is 0.83. This correlation coefficient is very high, and it is a good tool for 
effectiveness of structured teaching programme on knowledge regarding 
life style modification among clients with type 2 diabetes mellitus 
attending diabetology outpatient department at RGGGH , Chennai-3 
3.13 DATA COLLECTION PROCEDURE 
The data for the main study was collected from02.01.2018 to 
28.01.2018 after obtaining permission from Director of Diabetology 
Department, Rajiv Gandhi Government General Hospital, Chennai. A 
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total of 60 samples both male and female newly diagnosed with diabetes 
mellitus were selected using non probability purposive sampling 
technique. Informed consent was obtained from the sample for their 
willingness to participate in the study. After verification of informed 
consent form, the data was collected. semi structured questionnaire and 
Likert Scale was used to assess the knowledge and attitude. Checklist 
was used to observe the knowledge and attitude regarding life style 
modifications of type 2 diabetes mellitus.  
Interventional Protocol 
Place : Diabetology Outpatient Department, 
Rajiv Gandhi Govt. General Hospital, 
Chennai-3 
Intervention Tool : Structured Teaching Programme 
(Semi structured Questions) 
Duration : 45 Minutes 
Frequency : 1 Time Teaching 
Time : 7.00am to 12.00noon 
Administered by : Investigated 
Recipient : Newly diagnosed Type-II Diabetes Mellitus 
3.14 PLAN FOR ANALYSIS 
 Distribution of demographic variables is analysed by descriptive 
statistics (Mean, standard deviation).  
 To find out the effectiveness of structure teaching programme on 
levels of knowledge and attitude among patient diabetes mellitus 
intertial statistics, paired ‗t‘ test  is used. 
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 To find out the association between the post test of knowledge, 
attitude and selected demographic variables, the inferential 
statistics chi square test is used. 
3.15 RESULTS 
 The researcher used appropriate statistical techniques for data 
analysis and presentation in the form of tables, graphs and 
diagram. 
 Demographic data was analyzed by frequency and percentage 
distribution. 
 The effectiveness of structured teaching program on knowledge 
and attitude regarding life style modification assessed by paired ‗t 
test between pre-test and post-test. 
The association between effectiveness of structured teaching 
program on knowledge and attitude regarding life style modification is 
analyzed by using chi square. 
3.16 PROTECTION OF HUMAN RIGHTS  
Both verbal and written informed consent was obtained from all the study 
participants and the data collected was kept confidential .Positive benefits were 
explained to all the study subjects. They were also explained that they may 
withdraw from the study at any time without any penalty. Anonymity and 
confidentiality was maintained throughout the study. 
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CHAPTER-IV 
DATA ANALYSIS AND INTERPRETATION 
Data was obtained on the effectiveness structure teaching 
programme based on the levels of knowledge and attitude regarding life 
style modification among patients with diabetes mellitus at Rajiv Gandhi 
Government General Hospital 
The demographic variables were coded and analyzed .Analysis 
and interpretation was done with the descriptive and inferential statistics 
to meet the objectives of the study .This chapter includes four sections 
.The results and analysis are presented in the following order.  
ORGANIZATION OF DATA 
Section A : Distribution of demographic variables of patients with 
diabetes mellitus. 
Section B: Effectiveness of structure teaching program on levels of 
knowledge regarding life style modification among patients with 
diabetes mellitus. 
Section C: Effectiveness of structure teaching program on levels of 
attitude regarding life style modification among patients with diabetes 
mellitus. 
Section D: Association between level of knowledge and demographic 
variables regarding life style modification among patients with diabetes 
mellitus. 
Section E: Association between levels of attitude and demographic 
variable regarding life style modification among patients with diabetes 
mellitus. 
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SECTION A: DISTRIBUTION OF DEMOGRAPHIC 
VARIABLES OF PATIENTS WITH DIABETES MELLITUS  
Table 4.1: Percentage distribution according to age of patients with 
diabetes mellitus  
Demographic variables No. of clients % 
Age 
25 -35 years 5 8.33% 
35 -45 years 19 31.67% 
45 -55 years 23 38.33% 
55 -65 years 10 16.67% 
>65 years 3 5.00% 
Gender 
Male 27 45.00% 
Female 33 55.00% 
Marital status 
Single 3 5.00% 
Married 53 88.33% 
Widowed 4 6.67% 
Separated 0 0.00% 
Divorced 0 0.00% 
Education  
No formal education 3 5.00% 
Primary 15 25.00% 
Secondary 17 28.33% 
Higher secondary 10 16.67% 
College 15 25.00% 
Employment 
Housewife 22 36.67% 
Employed 12 20.00% 
Pensioner 6 10.00% 
Own business 20 33.33% 
Nature of Work 
Sedentary Work 24 40.00% 
Moderate Work 23 38.33% 
Heavy Work 13 21.67% 
Monthly income 
Rs.4000-5000 8 13.33% 
Rs.5001-8000 27 45.00% 
Rs.8001-10000 14 23.34% 
Rs.10001 and Above 11 18.33% 
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Demographic variables No. of clients % 
Type of family 
Nuclear family 31 51.67% 
Joint family 19 31.66% 
Extended family 10 16.67% 
This table shows that 38.67% of the patients with diabetes are in 
the age between 45-55 years, 31.67% are between 35-45 years, 16.67% 
are between 55-65 years , 8.33% are between 25-35 years and 5% of 
patients are above 65 years. The majority of the samples were of females 
33(55%) and 27(45%) were males with diabetes mellitus.53(88.33%) are 
married, 4(6.67%) are widowed, 3(5%) are single.17(28.33%) are 
majority who completed secondary, 15(25%) completed primary and 
college, 10(16.67%) completed higher secondary, 3(5%) had no formal 
education . 22(36.67%) are housewife, 20(33.33%) as owning business , 
12(20%) are employed , 6(10%) are pensioner. 24(40%) as the majority 
who are sedentary workers , 23(38.33%) as moderate workers , 
13(21.67%) as heavy workers among diabetes ,majority 27(45%) of their 
income was rupees 5001-8000, 14(23.34%) of their income was rupees 
8001-10000, 11(18.33%) of their income was rupees 10001 and above, 
8(13.33%) of their income was rupees 4000-5000. 31(51.67%) as the 
majority in nuclear family, 19(31.66%) as joint family , 10(16.67%) as 
extended family among patients with diabetes. 
Fig-4.1 
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Table 4.2: Clinical Variables 
Clinical variables 
No. of 
clients 
% 
Presence of co-
morbidity 
Hypertension 15 25.00% 
Coronary Artery 
Disease 
4 6.67% 
Chronic Kidney 
Disease 
0 0.00% 
Others 4 6.67% 
Nil 37 61.66% 
Treatment pattern 
Yes 18 78.26% 
No 5 21.74% 
 Type of treatment 
Allopathic 13 56.52% 
Ayush 3 13.04% 
Others 2 8.70% 
Not taking treatment 5 21.74% 
Diagnosed to have  
diabetic since no of 
years 
<1 year 16 26.67% 
<6month 44 73.33% 
Do you perform 
exercise 
Yes 23 38.33% 
No 37 61.67% 
BMI 
Under weight 12 20.00% 
Normal 23 38.33% 
Over weight 19 31.67% 
Obese 6 10.00% 
SBP 
Normal 19 31.67% 
Not normal 41 68.33% 
DBP 
Normal 17 28.33% 
Not normal 43 71.67% 
Table 2 shows the clinical variables of clients with type -2 
diabetes mellitus who are participated in this study. 
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Table 4.3: Smoking History 
Smoking No. of clients % 
History of smoking 
Yes 13 21.67% 
No 47 78.33% 
Duration of smoking 
< 1 year 5 38.46% 
1 - 2 years 5 38.46% 
> 2 years 3 23.08% 
Smoking of cigarette per day 
1 -5 per day 7 53.85% 
6 -10 per day 4 30.77% 
> 1 packet 2 15.38% 
Fig 7 Table 3 shows the smoking history of clients with type -2 
diabetes mellitus who  participated in this study . 
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Table 4.4: Alcoholism  History 
Alcoholic history 
No. of 
clients 
% 
History of Alcoholism 
Yes 14 23.33% 
No 46 76.67% 
Period of consuming 
alcohol 
< 1 year 8 57.14% 
1 - 2 years 3 21.43% 
> 2 years 3 21.43% 
Consumption of Alcohol 
per day 
< 90 ml/day 7 50.00% 
90-180 ml/day 5 35.71% 
>180 ml/day 2 14.29% 
Fig 8 Table 4 shows the alcoholic history of clients with type -2 
diabetes mellitus   who participated in this study. 
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Table 4.5: Weight 
Weight N % 
Average body weight 
50 -60 kgs 31 51.67% 
60 -70 kgs 17 28.33% 
70 -80 kgs 12 20.00% 
Weight Hip Ratio(male) 
Normal 14 51.85% 
Over weight 7 25.93% 
Obese 6 22.22% 
Weight Hip Ratio(male) 
Normal 14 42.42% 
Over weight 12 36.36% 
Obese 7 21.22% 
 Table 5 shows the weight ofclients with type -2 diabetes mellitus 
who participated in this study. 
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SECTION B: EFFECTIVENESS OF STRUCTURE TEACHING 
PROGRAM ON LEVELS OF KNOWLEDGE REGARDING 
LIFE STYLE MODIFICATION AMONG PATIENTS WITH 
DIABETES MELLITUS  
Objective 1: To assess the pretest levels of knowledge and attitude 
regarding lifestyle modification among type -2 diabetes mellitus 
clients. 
Table 4.6: Each domainwise pre-test percentage of knowledge 
regarding lifestyle modification among type -2 diabetes mellitus 
clients. 
Table 6 shows each domain wise pre-test percentage of knowledge 
regarding lifestyle modification among type -2 diabetes mellitus clients. 
They are having maximum knowledge in Complication of 
diabetic(49.00%) and minimum knowledge score in Exercise (35.40%). 
Overall pretest percentage of knowledge score is 42.08%.  
 
Knowledge on 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of mean 
score 
Diet for diabetic 7 0  -7 3.20 .99 45.71% 
Exercise 5 0 - 5 1.77 .72 35.40% 
Foot care 5 0 – 5 1.87 .77 37.40% 
Protective skin 
diseases 
3 0 -3 
1.23 .56 
41.00% 
Complication of 
diabetes 
5 0 -5 
2.45 .85 
49.00% 
Total 25 0 - 25 10.52 2.78 42.08% 
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  Table 4.7: Pre-test Level of Knowledge   
Level of  knowledge No. of clients % 
Inadequate knowledge 46 76.7% 
Moderate knowledge 14 23.3% 
Adequate knowledge 0 0.0% 
           Total 60 100.0% 
Table No.7 shows the level of knowledge score of lifestyle 
modification among type -2 diabetes mellitus clients. In general 76.7% 
of clients are having inadequate knowledge and 23.3% of them are 
having moderate  knowledge and none of them are having adequate 
knowledge. 
 
KNOWLEDGE SCORE INTERPRETATION: 
Min=0 Max=1 Total questions=25 Maximum marks= 25 
S.No. Grade Percentage Marks 
1. Adequate  knowledge 76 – 100% 18.76-25.0 
2. Moderate knowledge 50 – 75% 12.6-18.75 
3. Inadequate knowledge 0 – 50 % ≤ 12.5 
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SECTION C: EFFECTIVENESS OF STRUCTURE TEACHING 
PROGRAM ON LEVELS OF ATTITUDE  REGARDING LIFE 
STYLE MODIFICATION AMONG PATIENTS WITH 
DIABETES MELLITUS  
  Table 4.8: Pre-test Level of Attitude Score 
s 
No 
Questions 
No. of person 
Attitude score 
SD D N A SA 
1 Diabetes medication can cure diabetes 6 12 12 18 12 
2 Diabetes medication should be taken for life 3 15 9 15 18 
3 You should stop taking your diabetes 
medication when you feel sick 15 6 9 12 21 
4 Poor control of diabetes could result in a 
greater chance of complications 9 6 9 15 21 
5 Eating less bread will make me lose weight  6 9 21 9 15 
6 Salty food will prevent my sugar levels from 
dropping 6 12 15 18 9 
7 Diabetic medication may cause swelling of the 
feet 9 12 9 9 21 
8 Sore feet are common in people with 
diabetes 9 12 15 12 12 
9 People with diabetes may have poor 
circulation of blood in the feet 12 6 6 21 15 
10 Gentle aerobic exercise helps to control and 
maintain glucose (sugar) level 3 12 12 18 15 
11 Physical exercise is important for people 
with diabetes 3 6 30 15 6 
12 If I did not have diabetes I think I would be 
quite a different person 9 3 36 6 6 
13 There is little hope of leading a normal life 
with diabetes 6 18 15 15 6 
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s 
No 
Questions 
No. of person 
Attitude score 
SD D N A SA 
14 The proper control of diabetes involves a lot 
of sacrifice and inconvenience 6 9 9 24 12 
15 In general, nurses need to be more 
sympathetic in their treatment of people with 
diabetes 15 6 24 9 6 
16 Having diabetes over a long period changes 
the personality 9 12 18 15 6 
17 Diabetes can be controlled 6 3 12 30 9 
18 I believe I have adjusted well to having 
diabetes 12 6 6 15 21 
19 There is really nothing you can do if you 
have diabetes 12 9 30 6 3 
20 Forgot to take diabetic medication in the last 
week is my habit 6 12 24 12 6 
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Table 4.9: Pre-test Mean Attitude Score 
S 
No 
Questions 
Attitude score 
No. of 
questions 
Min 
–max 
score 
Mean 
attitude 
score 
SD 
% of 
mean 
score 
1 
Diabetes medication 
can cure diabetes 
1 1-5 2.67 1.37 53.40% 
2 
Diabetes medication 
should be taken for 
life 
1 1-5 2.33 1.12 46.60% 
3 
You should stop 
taking your diabetes 
medication when 
you feel sick 
1 1-5 1.90 0.88 38.00% 
4 
Poor control of 
diabetes could result 
in a greater chance 
of complications 
1 1-5 2.57 1.50 51.40% 
5 
Eating less bread 
will make me lose 
weight 
1 1-5 2.17 1.32 43.40% 
6 
Salty food will 
prevent my sugar 
levels from dropping 
1 1-5 2.07 1.11 41.40% 
7 
Diabetic medication 
may cause swelling 
of the feet 
1 1-5 2.20 1.03 44.00% 
8 
Sore feet are 
common in people 
with diabetes 
1 1-5 2.10 0.96 42.00% 
9 
People with diabetes 
may have poor 
circulation of blood 
in the feet 
1 1-5 1.93 0.98 38.60% 
10 
Gentle aerobic 
exercise helps to 
control and maintain 
glucose (sugar) level 
1 1-5 2.10 1.12 42.00% 
11 
Physical exercise is 
important for people 
with diabetes 
1 1-5 2.69 1.39 53.80% 
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S 
No 
Questions 
Attitude score 
No. of 
questions 
Min 
–max 
score 
Mean 
attitude 
score 
SD 
% of 
mean 
score 
12 
If I did not have 
diabetes I think I 
would be quite a 
different person 
1 1-5 2.37 1.15 47.40% 
13 
There is little hope 
of leading a normal 
life with diabetes 
1 1-5 1.98 0.98 39.60% 
14 
The proper control 
of diabetes involves 
a lot of sacrifice and 
inconvenience 
1 1-5 2.59 1.40 51.80% 
15 
In general, nurses 
need to be more 
sympathetic in their 
treatment of people 
with diabetes 
1 1-5 2.27 1.36 45.40% 
16 
Having diabetes over 
a long period 
changes the 
personality 
1 1-5 2.17 1.14 43.40% 
17 
Diabetes can be 
controlled 
1 1-5 2.25 1.12 45.00% 
18 
I believe I have 
adjusted well to 
having diabetes 
1 1-5 2.16 0.98 43.20% 
19 
There is really 
nothing you can do 
if you have diabetes 
1 1-5 2.03 1.00 40.60% 
20 
Forgot to take 
diabetic medication 
in the last week is 
my habit 
1 1-5 2.25 1.14 45.00% 
 Overall 20 
20 -
100 
44.08 12.44 44.08% 
Table 9 shows each questionwise attitude score of lifestyle 
modification among type -2 diabetes mellitus clients. overall  pretest 
percentage of attitude score is 44.08% 
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Table 4.10: Pretest Level of Attitude 
Level of  attitude No. of clients % 
Poor 45 75.0% 
Moderate  15 25.0% 
Good 0 0.0% 
           Total 60 100% 
Table No.6 shows the pretest level of attitude score among clients.  
In general 75.0% of the clients are having poor attitude , 25.0% of 
them are having moderate  attitude and none  of them are having good 
attitude level of score. 
Attitude score interpretation: 
Min=1 Max=5 Total questions=20 Maximum marks= 100 
S No. Grade Percentage Marks 
1. Poor 76 – 100% 76.0-100.0 
2. Moderate  51 – 75% 51-75.0 
3. Good 0 – 50 % ≤ 50 
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OBJECTIVE 2: TO DETERMINE THE EFFECTIVENESS OF 
STRUCTURED TEACHING PROGRAMME ON LEVELS OF 
KNOWLEDGE AND ATTITUDE REGARDING LIFE STYLE 
MODIFICATION AMONG TYPE-2 DIABETES MELLITUS 
CLIENTS 
Table 4.11: Each domainwise post-test percentage of knowledge 
regarding lifestyle modification among type -2 diabetes mellitus 
clients. 
Table 11 shows each domain wise post-test percentage of 
knowledge of lifestyle modification among type -2 diabetes mellitus 
clients.. They are having maximum knowledge in Complication of 
diabetic (85.00%) and minimum knowledge score in Foot care (75.60%). 
Overall posttest percentage of knowledge score is 79.52%..  
Knowledge on 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of mean 
score 
Diet for diabetic 7 0  -7 5.45 1.36 77.86% 
Exercise 5 0 - 5 3.97 1.02 79.40% 
Foot care 5 0 – 5 3.78 .78 75.60% 
Protective skin 
diseases 
3 0 -3 
2.43 .72 
81.00% 
Complication of 
diabetic 
5 0 -5 
4.25 .97 
85.00% 
TOTAL 25 0 - 25 19.88 2.67 79.52% 
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Table 4.12: Post-test Level of Knowledge 
Level of  knowledge No. of clients % 
Inadequate knowledge 0 0.0% 
Moderate knowledge 14 23.3% 
Adequate knowledge 46 76.7% 
           Total 60 100.0% 
Table No.12 shows the level of knowledge score oflifestyle 
modification among type -2 diabetes mellitus clients. In general 
noneoftheclients are having inadequate level of knowledge score and 
23.3% of them are havingmoderate knowledge and 76.3% of them are 
having adequate knowledge. 
 
Attitude score interpretation: 
Min=1 Max=5 Total questions=20 Maximum marks= 100 
S No. Grade Percentage Marks 
1. Good 76 – 100% 76 – 100% 
2. Moderate  50 – 75% 50 – 75% 
3. Poor 0 – 50 % 0 – 50 % 
 
 
45 
Table 4.13: Post-test Mean Attitude Score 
S 
No 
Questions 
Attitude score 
No. of 
questions 
Min 
–max 
score 
Mean 
attitude 
score 
SD 
% of 
mean 
score 
1 Diabetes medication 
can cure diabetes 
1 1-5 4.51 1.54 90.20% 
2 Diabetes medication 
should be taken for 
life 
1 1-5 4.34 1.45 86.80% 
3 You should stop 
taking your diabetes 
medication when 
you feel sick 
1 1-5 3.8 0.96 76.00% 
4 Poor control of 
diabetes could result 
in a greater chance 
of complications 
1 1-5 4.47 1.75 89.40% 
5 Eating less bread 
will make me lose 
weight 
1 1-5 4.07 1.72 81.40% 
6 Salty food will post 
vent my sugar levels 
from dropping 
1 1-5 3.97 1.62 79.40% 
7 Diabetic medication 
may cause swelling 
of the feet 
1 1-5 4.1 1.08 82.00% 
8 Sore feet are 
common in people 
with diabetes 
1 1-5 4 0.98 80.00% 
9 People with diabetes 
may have poor 
circulation of blood 
in the feet 
1 1-5 3.83 0.99 76.60% 
10 Gentle aerobic 
exercise helps to 
control and maintain 
glucose (sugar) level 
1 1-5 4 1.15 80.00% 
11 Physical exercise is 
important for people 
with diabetes 
1 1-5 4.59 1.37 91.80% 
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S 
No 
Questions 
Attitude score 
No. of 
questions 
Min 
–max 
score 
Mean 
attitude 
score 
SD 
% of 
mean 
score 
12 If I did not have 
diabetes I think I 
would be quite a 
different person 
1 1-5 4.27 1.17 85.40% 
13 There is little hope 
of leading a normal 
life with diabetes 
1 1-5 3.88 0.98 77.60% 
14 The proper control 
of diabetes involves 
a lot of sacrifice and 
inconvenience 
1 1-5 4.49 1.49 89.80% 
15 In general, nurses 
need to be more 
sympathetic in their 
treatment of people 
with diabetes 
1 1-5 4.17 1.46 83.40% 
16 Having diabetes over 
a long period 
changes the 
personality 
1 1-5 4.07 1.04 81.40% 
17 Diabetes can be 
controlled 
1 1-5 4.15 1.02 83.00% 
18 I believe I have 
adjusted well to 
having diabetes 
1 1-5 4.06 0.88 81.20% 
19 There is really 
nothing you can do 
if you have diabetes 
1 1-5 3.93 0.89 78.60% 
20 Forgot to take 
diabetic medication 
in the last week is 
my habit 
1 1-5 4.15 1.10 83.00% 
 Overall 
20 
20 -
100 
82.85 19.66 82.85% 
Table 13 shows each questionwise posttest attitude score 
regarding lifestyle modification among type -2 diabetes mellitus clients. 
Overall  posttest percentage of attitude score is 82.85% 
 
47 
Table 4.14: Post-test Level of Attitude 
Level of  attitude No. of clients % 
Poor 0 0.0% 
Moderate  11 18.3% 
Good 49 81.7% 
Total 60 100% 
Table No.14 shows the posttest level of attitude score among 
clients.In general none of the clients are having poor  attitude , 18.3% of 
them having moderate  attitude and 81.7% of them are having good 
attitude level of score. 
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Table 4.15: Comparison of Pre-test and Post-test Knowledge Score 
* significant at P≤0.05  ** highly significant at P≤0.01  *** very 
high significant at   P≤0.001  
Table No 15 shows the comparison of pretest  and posttest 
knowledge score regarding  lifestyle modification among type -2 
diabetes mellitus clients. 
Knowledge regarding diet for diabetic, in pretest , clientsare 
having 3.20  score whereas in posttest they are having 5.45 score. 
Difference is 2.25. This difference is large and it shows statistically 
significant difference. 
Knowledge on 
Pretest Posttest Mean 
Difference 
Student’s 
pairedt-test Mean SD Mean SD 
Diet for 
diabetic 
3.20 .99 5.45 1.36 2.25 
t=10.35 
P=0.001 *** 
DF= 59 , 
Significant 
Exercise 1.77 .72 3.97 1.02 2.20 
t=12.99 
P=0.001 *** 
DF= 59 , 
Significant 
Foot care 1.87 .77 3.78 .78 1.91 
t=14.19 
P=0.001 *** 
DF= 59 , 
Significant 
Protective skin 
diseases 
1.23 .56 2.43 .72 1.20 
t=11.34 
P=0.001 *** 
DF= 59 , 
Significant 
Complication 
of diabetic 
2.45 .85 4.25 .97 1.80 
t=10.84 
P=0.001 *** 
DF= 59 , 
Significant 
Total 10.52 2.78 19.88 2.67 9.36 
t=19.27 
P=0.001 *** 
DF= 59 , 
Significant 
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In exercise, in pretest , clients are having 1.77  score whereas in 
posttest they are having 3.97 score. Difference is 2.20. This difference is 
large and it shows statistically significant difference. 
According to Foot care, in pretest , clients are having 1.87  score 
whereas in posttest they are having 3.78 score. Difference is 1.91. Th is 
difference is large and it shows statistically significant difference. 
Protective skin diseases, in pretest , clients are having 1.23 score 
whereas in posttest they are having 2.43 score. Difference is 1.20. This 
difference is large and it shows statistically significant difference. 
Complication of diabetic, in pretest , clients are having 2.45  score 
whereas in posttest they are having 4.25 score. Difference is 1.80. Th is 
difference is large and it shows statistically significant difference 
Significance of  difference between pretest and posttest score was 
calculated using student paired t-test. 
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Table 4.16: Comparison of Overall Knowledge Score & Attitude Score 
before and  after structured Teaching Programme 
 
No. 
of 
clien
ts 
Pretest 
Mean±
SD 
Posttest 
Mean±
SD 
Mean 
differen
ce 
Mean±
SD 
Student’Spair
edt-test 
OverallKnowled
ge Score 
60 10.52 ± 
2.78 
19.88 ± 
2.67 
9.36 ± 
3.76 
t=19.27 
P=0.001*** 
DF = 59, 
significant 
OverallAttitudeS
core 
60 44.08 ± 
12.44 
82.85 ± 
19.66 
38.77 
±16.15 
t=28.82 
P=0.001*** 
DF = 59, 
significant 
* significant at P≤0.05  ** highly significant at P≤0.01  *** very high 
significant at   P≤0.001 
Table No.16 shows the comparison of overall knowledge/ attitude 
score before and after the administration of structured teaching 
programme. 
 Knowledge score, On an  average,  clients have improved their 
knowledge score from 10.52to 19.88 after the administration of 
structured teaching programme. Or we can say , in pretest they are able 
to answer only 11questions before administration STP, they are able to 
answer upto 20 questions. Due to health education intervention 
programme they are able to answer 9 more questions correctly. This 
difference is statistically significant. Statistical significance was 
calculated by using student‘s paired ‗t‘test.  
Attitude score, On an  average,  women have improved their 
attitude score  from 44.08  to 82.85 after the administration of health 
education intervention programme. Due to health education intervention 
programme they are able to score 38.77attitude score more than pretest 
score. This difference is statistically significant. Statistical significance 
was calculated by using student‘s paired ‗t‘test.  
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Table 4.17: Comparison of Pre-test and Post-test Level of Knowledge  
& Attitude Score 
 Level 
Pretest 
 
Posttest Generalized 
McNemar’s test 
n % n % 
Knowledge Inadequate 
knowledge 
46 76.7% 0 0.0% 2=50.11 
P=0.001***(S) 
Moderate 
knowledge 
14 23.3% 14 23.3% 
Adequate 
knowledge 
0 0.0% 46 76.7% 
Total 60 100.0% 60 100.0%  
Attitude Poor 
attitude 
45 75.0% 0 0.0% 2=52.32 
P=0.001***(S) 
Moderate 
attitude 
15 25.0% 11 18.3% 
Good 
attitude 
0 0.0% 49 81.7% 
Total 60 100% 30 100%  
***significant at p≤0.001  level  
Table No.17 shows the pretest and post-test level of knowledge 
and attitude among women 
Before intervention, 76.7% of the clientsare having inadequate 
level of  knowledge score, 23.3% of them are having moderate  level of 
knowledge score and none of them are having adequate level of 
knowledge score. 
After intervention,  none of the clients  are having inadequate 
level of  knowledge score, 23.3% of them are having moderate  level of 
knowledge score and 76.7% of them are having adequate level of 
knowledge score. 
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Before intervention, 23.3% of the clientsare having poor level of  
attitude score, 76.7% of them are having moderate  level of attitude 
score and none of them are having good level of attitude score.  
After intervention,  none of the clients   are having poor level of  
attitude score, 18.3% of them are having moderate  level of attitude 
score and 81.7%  of them are having good level of atti tude score. 
Level of knowledge gain /attitude gain  between pretest and 
posttest  was calculated using GeneralisedMcNemar‘schisquare test.  
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Table 4.18: Effectiveness of Structured Teaching Programme 
  
Max 
score 
Mean 
score 
Mean 
Difference of 
gain score 
with 95% 
Confidence 
interval 
Percentage  
Difference of 
gain score with 
95% Confidence 
interval 
Knowledge Pretest 25 10.52 9.36 
(8.39 – 10.33) 
37.44% 
(33.56% –
41.32%) Posttest 25 19.88 
Attitude  Pretest 100 44.08 38.77 
(35.36 – 
42.16) 
38.77% 
(35.36% –
42.16%) Posttest 100 82.85 
Table No. 18 shows the effectiveness ofSTPamongthe clients on 
knowledge and attitude score.  
Considering knowledge gain, on an average,  in post-test after 
having STP, clients have gained  37.44%  more knowledge score than  
pretest score. Considering attitude score, on an average,  in posttest after 
having STP, clients have gained  38.77%  more attitude score than  
pretest score 
Differences and generalization of knowledge gain score  /attitude gain score 
between pretest and posttest  score was calculated  using  mean difference with 95% 
CI and   proportion with 95% CI.  
 
54 
Table-4.19: Correlation between Knowledge Gain Score and Attitude 
Gain Score 
 
Correlation 
between 
Mean  
gain 
score± 
SD 
Karl 
pearson 
correlation 
coefficient 
Interpretation 
Knowledge 
Vs 
Attitude 
Knowledge 9.36 ± 
3.76 
r=0.51 
p=0.001***          
significant  
There is a significant, 
positive moderate  
correlation between 
knowledge and 
attitude score. It 
means knowledge 
increases their 
attitude  alsowhich 
increases moderately. 
Attitude  38.77 
±13.16 
*** very high significant at   P≤0.001   
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OBJECTIVE 3: TO FIND ASSOCIATION BETWEEN POST 
TEST LEVEL OF KNOWLEDGE AND ATTITUDE 
SCORESREGARDING LIFE STYLE MODIFICATION AND 
SELECTED DEMOGRAPHIC VARIABLES 
Table 20: Association between Post-test Level of Knowledge Score and 
Demographic Variables 
Demographic  
variables 
Posttest Level of knowledge score 
N 
Chi 
square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Age 
25 -35 
years 
0 0.0% 0 0.0% 5 100.0% 
5 
2=10.05 
P=0.03* 
(S) 
35 -45 
years 
0 0.0% 2 10.5% 16 89.5% 
19 
45 -55 
years 
0 0.0% 5 21.7% 18 78.3% 
23 
55 -65 
years 
0 0.0% 5 50.0% 5 50.0% 
10 
>65 years 0 0.0% 2 66.7% 1 33.3% 3 
Sex 
Male 0 0.0% 3 11.1% 24 88.9% 27 2=4.09 
P=0.04*(S) Female 0 0.0% 11 33.3% 22 66.7% 33 
Marital 
status 
Single 0 0.0% 0 0.0% 3 100.0% 3 
2=2.41 
P=0.29 
(NS) 
Married 0 0.0% 14 26.4% 39 73.6% 53 
Widowed 0 0.0% 0 0.0% 4 100.0% 4 
Separated 0 0.0% 0 0.0% 0 0.0% 0 
Divorced 0 0.0% 0 0.0% 0 0.0% 0 
Education  
No formal 
education 
0 0.0% 3 100.0% 3 0.0% 
3 
2=14.02 
P=0.01** 
(S) 
Primary 0 0.0% 5 33.3% 10 66.7% 15 
Secondary 0 0.0% 4 23.5% 13 76.5% 17 
Higher 
secondary 
0 0.0% 1 10.0% 9 90.0% 
10 
College 0 0.0% 1 6.7% 14 93.3% 15 
Employment 
Housewife 0 0.0% 5 22.7% 17 77.3% 22 
2=3.18 
P=0.36 
(NS) 
Employed 0 0.0% 3 25.0% 9 75.0% 12 
Pensioner 0 0.0% 3 50.0% 3 50.0% 6 
Own 
business 
0 0.0% 3 15.0% 17 85.0% 
20 
Nature of 
Work 
Sedentary 
Work 
0 0.0% 7 29.2% 17 70.8% 
24 
2=2.33 
P=0.31 
(NS) 
Moderate 
Work 
0 0.0% 6 26.1% 17 73.9% 
23 
Heavy 
Work 
0 0.0% 1 7.7% 12 92.3% 
13 
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Demographic  
variables 
Posttest Level of knowledge score 
N 
Chi 
square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Monthly 
income 
Rs.4000-
5000 
0 0.0% 2 25.0% 6 75.0% 
8 
2=4.01 
P=0.26 
(NS) 
Rs.5001-
8000 
0 0.0% 5 18.5% 22 81.5% 
27 
Rs.8001-
10000 
0 0.0% 2 14.3% 12 85.7% 
14 
Rs.10001 
and 
Above 
0 0.0% 5 45.5% 6 54.5% 
11 
Type of 
family 
Nuclear 
family 
0 0.0% 7 22.6% 24 77.4% 
31 
2=1.72 
P=0.42 
(NS) 
Joint 
family 
0 0.0% 6 31.6% 13 68.4% 
19 
Extended 
family 
0 0.0% 1 10.0% 9 90.0% 
10 
Table No 20 shows the association between posttest level of 
knowledge gain score and their demographic variables.Younger, males 
and more educated clients are having more knowledge gain score than 
others . Statistical significance was calculated using chi square test.  
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SECTION D: ASSOCIATION BETWEEN LEVEL OF 
KNOWLEDGE AND DEMOGRAPHIC VARIABLES 
REGARDING LIFE STYLE MODIFICATION AMONG 
PATIENTS WITH DIABETES MELLITUS 
Table 4.21: Association between Knowledge Gain Score and 
Demographic Variables 
Demographic  
variables 
N 
Knowledge gain score 
Pretest Posttest 
Gain score= 
Post-Pre 
Mean SD Mean SD Mean SD 
Age 
25 -35 years 5 10.20 4.60 22.13 1.52 11.93 2.08 
35 -45 years 19 10.32 2.45 22.22 2.58 11.90 4.22 
45 -55 years 23 11.09 2.76 19.69 3.03 8.60 5.01 
55 -65 years 10 9.70 2.98 18.23 2.79 8.53 2.95 
>65 years 3 10.67 .58 17.67 1.73 7.00 2.20 
Sex 
Male 27 10.52 2.15 21.22 2.43 10.70 3.15 
Female 33 10.52 3.24 19.03 2.87 8.51 3.99 
Marital 
status 
Single 3 8.33 5.03 19.67 2.08 11.33 7.09 
Married 53 10.64 2.74 19.83 2.72 9.19 3.63 
Widowed 4 10.50 .58 20.75 2.75 10.25 3.30 
Separated 0 0.00 0.00 0.00 0.00 0.00 0.00 
Divorced 0 0.00. 0.00 0.00 0.00 0.00 0.00 
Education  
No formal 
education 
3 13.33 3.51 19.60 2.00 6.27 4.73 
Primary 15 10.67 2.06 19.27 3.51 8.60 3.92 
Secondary 17 10.06 3.07 19.36 2.77 9.30 3.20 
Higher 
secondary 
10 9.70 2.79 20.05 2.11 10.35 3.92 
College 
 
15 10.87 2.88 22.87 1.67 12.00 3.72 
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Demographic  
variables 
N 
Knowledge gain score 
Pretest Posttest 
Gain score= 
Post-Pre 
Mean SD Mean SD Mean SD 
Employment 
Housewife 22 10.86 2.66 19.86 3.09 9.00 3.52 
Employed 12 11.33 1.87 19.83 2.55 8.50 2.91 
Pensioner 6 10.17 1.17 18.33 2.73 8.17 2.14 
Own 
business 
20 9.75 3.55 20.40 2.19 10.65 4.63 
Nature of 
Work 
Sedentary 
Work 
24 10.75 3.01 19.54 2.86 8.79 3.83 
Moderate 
Work 
23 10.57 3.15 19.83 2.92 9.26 4.26 
Heavy Work 13 10.00 1.47 20.62 1.71 10.62 2.43 
Monthly 
income 
Rs.4000-
5000 
8 9.63 .92 20.37 2.33 10.75 2.25 
Rs.5001-
8000 
27 11.11 3.03 20.59 3.00 9.48 3.93 
Rs.8001-
10000 
14 10.21 2.78 19.21 1.76 9.00 3.31 
Rs.10001 and 
Above 
11 10.09 3.05 18.64 2.62 8.55 4.82 
Type of 
family 
Nuclear 
family 
31 10.58 3.03 19.61 2.42 9.03 3.55 
Joint family 19 10.42 2.32 20.00 3.35 9.58 3.85 
Extended 
family 
10 10.50 3.06 20.50 2.01 10.00 4.50 
Table No.21 shows the association between  knowledge gain score 
and their demographic variablesYounger,  males and more educated 
clients  are having more knowledge gain score than others.Statistical 
significance was calculated using one-way analysis of variance F-test 
and student independent t-test. 
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SECTION E: ASSOCIATION BETWEEN LEVEL OF 
ATTITUDE AND DEMOGRAPHIC VARIABLES 
REGARDING LIFE STYLE MODIFICATION AMONG 
PATIENTS WITH DIABETES MELLITUS 
Table 4.22: Association between Post-test Level of Attitude Score and 
Demographic Variables 
Demographic variables 
Posttest Level of Attitude 
score 
N 
Chi square 
test Poor Moderate Good 
n % n % N % 
Age 
25 -35 
years 
0 0.0% 0 0.0% 5 100.0% 5 
2=11.12 
P=0.05* 
(S) 
35 -45 
years 
0 0.0% 1 5.3% 18 94.7% 19 
45 -55 
years 
0 0.0% 4 17.4% 19 82.6% 23 
55 -65 
years 
0 0.0% 4 40.0% 6 60.0% 10 
>65 years 0 0.0% 2 66.7% 1 33.3% 3 
Sex 
Male 0 0.0% 2 7.4% 25 92.6% 27 2=3.91 
P=0.05*(S) Female 0 0.0% 9 27.3% 24 72.7% 33 
Marital 
Single 0 0.0% 0 0.0% 3 100.0% 3 
2=1.77 
P=0.49 
(NS) 
Married 0 0.0% 11 20.8% 42 79.2% 53 
Widowed 0 0.0% 0 0.0% 4 100.0% 4 
Separated 0 0.0% 0 0.0% 0 0.0% 0 
Divorced 0 0.0% 0 0.0% 0 0.0% 0 
Education  
No formal 
education 
0 0.0% 0 0.0% 3 100.0% 3 
2=5.69 
P=0.22 
(NS) 
Primary 0 0.0% 5 33.3% 10 66.7% 15 
Secondary 0 0.0% 2 11.8% 15 88.2% 17 
Higher 
secondary 
0 0.0% 3 30.0% 7 70.0% 10 
College 0 0.0% 1 6.7% 14 93.3% 15 
Employment 
Housewife 0 0.0% 3 13.6% 19 86.4% 22 
2=5.62 
P=0.13 
(NS) 
Employed 0 0.0% 3 25.0% 9 75.0% 12 
Pensioner 0 0.0% 3 50.0% 3 50.0% 6 
Own 
business 
0 0.0% 2 10.0% 18 90.0% 20 
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Demographic variables 
Posttest Level of Attitude 
score 
N 
Chi square 
test Poor Moderate Good 
n % n % N % 
Nature of 
Work 
Sedentary 
Work 
0 0.0% 7 29.2% 17 70.8% 24 
2=4.81 
P=0.09(NS) 
Moderate 
Work 
0 0.0% 4 17.4% 19 82.6% 23 
Heavy 
Work 
0 0.0% 0 0.0% 13 100.0% 13 
Monthly 
income 
Rs.4000-
5000 
0 0.0% 4 50.0% 4 50.0% 8 
2=7.98 
P=0.05* 
(S) 
Rs.5001-
8000 
0 0.0% 5 18.5% 22 81.5% 27 
Rs.8001-
10000 
0 0.0% 2 14.3% 12 85.7% 14 
Rs.10001 
and 
Above 
0 0.0% 0 0.0% 11 100.0% 11 
Type of 
family 
Nuclear 
family 
0 0.0% 6 19.4% 25 80.6% 31 
2=3.07 
P=0.21 
(NS) 
Joint 
family 
0 0.0% 5 26.3% 14 73.7% 19 
Extended 
family 
0 0.0% 0 0.0% 10 100.0% 10 
Table No.22 shows the association between post-test level of 
attitude gain score and their demographic variables. Younger,males and 
more monthly income clients  are having more knowledge gain score 
than others . Statistical significance was calculated using chi square test.  
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Table 4.23: Association between Attitude Gain Score and Demographic 
Variables 
Demographic  
variables 
N 
Attitude  gain score 
One Way 
ANOVA  
F-test/t-
test 
Pretest Posttest 
Gain 
score=Post-
Pre 
Mean SD Mean SD Mean SD 
Age 
25 -35 
years 
5 42.40 12.03 86.73 6.07 44.33 8.33 
F=2.59 
P=0.05*(S) 
35 -45 
years 
19 42.74 9.80 86.74 7.89 44.00 11.96 
45 -55 
years 
23 45.70 7.41 80.30 8.94 34.60 13.25 
55 -65 
years 
10 45.20 12.19 77.53 9.05 32.33 12.95 
>65 years 3 44.67 2.31 76.67 6.93 32.00 9.20 
Sex 
Male 27 43.85 8.34 84.04 7.94 44.04 9.45 t=2.27 
P=0.03*(S) Female 33 44.27 9.94 81.88 8.38 36.93 13.76 
Marital 
status 
Single 3 39.33 11.37 81.67 8.33 42.33 19.01 
F=0.25 
P=0.77(NS) 
Married 53 44.43 9.40 82.75 8.23 38.32 13.07 
Widowed 4 43.00 3.83 85.00 9.52 42.00 13.22 
Separated 0 . . . . . . 
Divorced 0 . . . . . . 
Education  
No formal 
education 
3 53.33 14.05 83.00 8.00 29.67 18.90 
F=2.00 
P=0.11(NS) 
Primary 15 45.07 7.92 80.67 9.43 35.60 12.59 
Secondary 17 41.24 10.40 86.88 8.89 45.65 13.45 
Higher 
secondary 
10 43.80 7.69 79.70 7.53 35.90 12.78 
College 15 44.67 8.54 82.53 5.05 37.87 10.75 
Employment 
Housewife 22 44.05 9.08 82.23 8.64 38.18 13.77 
F=0.33 
P=0.80(NS) 
Employed 12 46.33 7.33 83.25 8.67 36.92 11.18 
Pensioner 6 42.00 5.51 78.83 8.04 36.83 8.66 
Own 
business 
20 43.40 11.24 84.50 7.53 41.10 15.05 
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Demographic  
variables 
N 
Attitude  gain score 
One Way 
ANOVA  
F-test/t-
test 
Pretest Posttest 
Gain 
score=Post-
Pre 
Mean SD Mean SD Mean SD 
Nature of 
Work 
Sedentary 
Work 
24 44.33 10.59 81.58 8.09 37.25 13.64 
F=1.07 
P=0.35(NS) 
Moderate 
Work 
23 44.74 9.32 82.70 8.95 37.96 13.96 
Heavy 
Work 
13 42.46 6.01 85.46 6.84 43.00 10.58 
Monthly 
income 
Rs.4000-
5000 
8 42.00 4.28 85.13 8.04 43.13 8.63 
F=2.78 
P=0.05*(S) 
Rs.5001-
8000 
27 45.15 9.39 85.04 8.85 39.89 13.82 
Rs.8001-
10000 
14 42.29 11.50 80.57 5.54 38.29 13.86 
Rs.10001 
and 
Above 
11 45.27 8.40 78.73 7.98 33.45 13.14 
Type of 
family 
Nuclear 
family 
31 43.77 9.86 82.29 7.78 38.52 13.19 
F=0.03 
P=0.97(NS) 
Joint 
family 
19 44.11 9.05 82.79 9.51 38.68 13.61 
Extended 
family 
10 45.00 7.96 84.70 7.21 39.70 13.53 
Table No.23 shows the association between  knowledge gain score 
and their demographic variablesYounger,  males and more monthly 
income clients  are having more knowledge gain score than 
others.Statistical significance was calculated using one-way analysis of 
variance F-test and student independent t-test. 
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CHAPTER-V 
DISCUSSION 
The present study was designed to evaluate the effectiveness of 
structure teaching  program on levels of knowledge and attitude regarding 
life style modification among patients with diabetes mellitus at Rajiv 
Gandhi Government General Hospital ,Chennai .The research design used 
was pre experimental, one group pre and the other post-test design. Non 
probability, purposive sampling was adopted to select 60 samples. 
Structured questionnaire was used to assess the levels of knowledge and 
attitude regarding life style modification. Pre-test was conducted to study 
samples, then administered structure teaching program regarding life style 
modification was given. The post test was conducted by the researcher 
after 2 weeks. 
The first objective of the study was to assess the pre test levels 
of knowledge and attitude regarding life style modification among 
patients with diabetes mellitus. 
The data identified from the present study shows that the pre test 
mean value of knowledge was 10.52 and pre test mean value of attitude 
was 44.08 regarding life style modifications. It shows that the levels of 
knowledge and attitude decreased among patient with diabetes mellitus.  
This study  was supported by Henry I. Okonta(2014)whosought 
to establish the knowledge, attitude and practice regarding lifestyle 
modification amongst type 2 diabetic patients. Of the 217 participants, 
154 (71%) were obese and 15 (7%) were morbidly obese. The majority 
of respondents (92.2%) had poor knowledge of the benefits of exercise, 
weight loss and a healthy diet. What is interesting is that the majority 
(97.7%) demonstrated bad practices in relation to lifestyle 
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modifications, although over four-fifths (84.3%) had a positive attitude 
toward healthy lifestyle modifications. 
This study was supported by Dr. Deepak N. Parchwani, (2013)  
Gujarat Adani Institute of Medical Sciences, Bhuj, Gujarat,  A 
recommendation to increase physical activity was beneficial (0.14% 
HbA1c reduction; P = 0.12), but was not bringing significant declines in 
HbA1c, whereas, structured exercise training is associated with a 
significant HbA1c decline of 0.59%. (P = 0.030). In a subgroup analysis 
limited to participants with a baseline HbA1c value > 7%, both the 
unstructured (0. 48%; P = 0.04) and structured exercise training 
(0.77%; P < 0.01) groups experienced significant decline in HbA1c the 
control, whereas among the participants with baseline hemoglobin A1c 
values less than 7%, significant reduction occurred only in the structured 
exercise training group. Changes in blood pressure; total cholesterol, 
HDL-cholesterol (high-density lipoprotein), LDL-cholesterol (low-
density lipoprotein) and the atherogenic index factors did not 
statisticallyand  significantly differ within baseline to follow-up and 
among the groups. 
The second objective of the study was to determine the 
effectiveness of health promotion program on levels of knowledge 
and attitude regarding life style modification among patients with 
diabetes mellitus. 
Data identified from the present study shows that health 
promotion program on levels of knowledge and attitude regarding life 
style modification was effective among diabetes patients.  .They are 
having maximum knowledge in Complication of diabetic (85.00%) and 
minimum knowledge score in Foot care (75.60%). Overall posttest 
percentage of knowledge score is 79.52% . 
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This study was also supported by SHRESTHA(2010) where he 
assessed the lifestyle changes on prevention of the risk for developing 
diabetic complications. Randomized intervention studies have shown that 
changes in diet and physical activity can protect against diabetes 
complications. Effectiveness of a lifestyle intervention programme on 
glucose tolerance in Dutch subjects with impaired glucose tolerance (IGT) 
was undertaken. A total of 102 subjects were selected andrandomized into 
two groups. Subjects in the intervention group received regular dietary 
advice and were stimulated to lose weight and to increase their physical 
activity. The control group received only brief information about the 
beneficial effects of a healthy diet and increased physical activity. Body 
weight loss after 1year was higher in the intervention group. The 2h blood 
glucose concentration decreased 0.8 ± 0.3 mmol/l in the intervention group 
and increased 0.2 ± 0.3 mmol/lin the control group (P<0.05). Body weight 
loss and increased physical fitness were the most important determinants of 
improved glucose tolerance and insulin sensitivity. Study suggested that 
lifestyle intervention programme according to general recommendations is 
effective and induces beneficial changes in lifestyle, which improve glucose 
tolerance in subjects with IGT. Body weight loss and increased physical 
fitness were the most important determinants of improved glucose tolerance 
and insulin sensitivity. 
The third objective of the study was to determine the association 
between post test levels of knowledge and attitude regarding life style 
modification and selected demographic variables among patients with 
diabetes mellitus. 
The data identified from the present study shows that the chi 
square values of selected demographic variables on post test levels of 
knowledge about effectiveness of health promotion program among 
patient with diabetes mellitus based on age, gender, religion, educational 
status, occupation, residential area, sources of information was 
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associated, at level p <0.05. Whereas the demographic variable like, 
marital status, monthly income in INR, type of family, type of food, any 
family history of diabetes mellitus, previous knowledge are non 
significant. The chi square values of selected demographic variables on 
post test level of attitude about effectiveness of health promotion 
program among patient with diabetes mellitus based on age, gender, 
religion, marital status, educational status, occupation, monthly income 
in INR, type of family, residential area, type of food, any family history 
of diabetes mellitus, previous knowledge and sources of  information had 
no significant p < 0.05 level. H1,H2 accepted. 
This study was also supported by LEE JK 2014 where he 
conducted a study on the effects of a coaching program on 
comprehensive lifestyle modification for women with diabetes mellitus. 
The research design for this study was a non-equivalent control group 
quasi-experimental study. Participants in this study were 34 for the 
control group and 34 for the experimental group. The experimental 
group participated in the coaching program on comprehensive lifestyle 
modification. The program consisted of education, small group coaching 
and telephone coaching over 4 weeks. Group 1(n = 43) and Group 2 -
standard care group (n = 32).There were significant improvements (p< 
0.05) in self-care behavior, and decreases in 59 depression, fasting blood 
sugar and HbA1C in the experimental group compared to the control 
group. However, no significant differences were found between the two 
groups for knowledge of diabetes mellitus. The Coaching Program on 
Comprehensive Lifestyle Modification used in this study was found to 
be effective in improving self-care behavior and reducing depression, 
fasting blood sugar and HbA1C, and is recommended for use in clinical  
practice as an effective nursing intervention for women with diabetes.  
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CHAPTER – VI 
SUMMARY AND RECOMMENDATIONS 
In this chapter, the summary of the study, conclusions, 
implications and recommendations for further researches are presented.  
6.1 SUMMARY 
The study was conducted to determine effectiveness of health 
promotion program on levels of knowledge and attitude regarding life 
style modification among patients with diabetes mellitus at Rajiv Gandhi 
Government General Hospital, Chennai. A pre-experimental one group 
pre-test and post test design was used for this study .The conceptual 
framework of this research was based on modified Kolcaba‘s theory of 
comfort.The instrument used for data collection was structured question 
to assess the levels of knowledge and attitude of the samples which 
included a pre test and post test measure regarding life style 
modification. 60 samples were selected by purposive sampling 
technique. Descriptive statistics (frequency, percentage, mean , standard 
deviation) and inferential statistics (paired ‗t‘ test and chi- square) were 
usedto analyze the data to test the study hypotheses.  
THE STUDY FINDINGS SUMMARIZED BELOW: 
The effectiveness of structure teaching program on life style 
modification was assessed by comparing pre and post tests scores. 
Finding of the study showed that the pre-test mean value was 10.52 and 
after structure teaching program the post-test mean value was 32. The 
mean difference was 9.36 for levels of knowledge. The computed 
‗t‘value (t=14) was higher than the table value (3.66). This shows that 
structure teaching program was effective in improving levels of 
knowledge regarding life style modification among patients with 
diabetes mellitus .The chi-square values of demographic variables on 
post test levels of knowledge about effectiveness of structure teaching 
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program among patients with diabetes mellitus shows age, gender, 
religion, educational status, occupation, residential area, sources of 
information as significant, at level p <0.05, whereas the demographic 
variable like, marital status, monthly income in INR, type of family, 
type of food, any family history of diabetes mellitus are non significant.  
The pre-test mean value was 44.08 and post-test mean value was 
82.85. The mean difference was 38.77, the computed t test =19.27. This 
shows that health promotion program is effective in improving levels of 
attitude regarding life style modification among patient with diabetes 
mellitus. The ‗chi‘ square values of selected demographic variables  on 
post test levels of knowledge about effectiveness of health promotion 
program among patient with diabetes mellitus shows age, gender, 
religion, marital status, educational status,occupation, Monthly income 
in INR, type of family, residential area, type of food, any family hi story 
of diabetes mellitus and sources of information are non significant.  
6.2 IMPLICATION 
6.2.1 Nursing Practice 
 Nurses can be trained to assess the patients and provide health 
education program. 
 Nurses can be motivated for routine documentation of patient 
condition after implementation of life style modification program.  
 Nurses can be trained as a diabetic educator.  
6.2.2 Nursing Education 
 The practice and benefits of structure teaching program regarding 
life style modification could be introduced in the curriculum and 
procedure manual. 
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 Nurse educators can conduct in-service education on life style 
modification on diabetes mellitus to staff nurses.  
6.2.3 Nursing Administration 
Nurse administrator can formulate policies and protocols on 
educating about life style modification to all patients with diabetes.  
6.2.4 Nursing Research 
Future studies can be conducted on effect of structure teaching  
program regarding prevention of diabetic complication among patients 
with diabetes mellitus. 
6.3 RECOMMENDATION 
On the basis of the study that had been conducted, suggestions are 
given for future studies: 
 A similar study can be replicated on a subject with different 
demographic characteristics in different settings.  
 A comparative study can be done on rural and urban patients. 
 A similar study can be conducted with large sample. 
6.4 LIMITATION 
The study is limited to assessment of knowledge as correct responses 
made to the items in the knowledge 
 questions and structured teaching programme 
 selected samples from diabetology outpatient department, Rajiv Gandhi 
Govt. General Hospital, Chennai-3 
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6.5 CONCLUSION 
The majority of the patients undergoing structure teaching 
program showed improvement in levels of knowledge regarding life 
style modification. Based on the study finding, there was significant 
increase in the levels of knowledge among patients with diabetes. The 
majority of the patients undergoing structure teaching program showed 
improvement in levels of attitude regarding life style modification. 
Based on the study finding, there was significant increase in the levels 
of attitude among patients with diabetes. The finding of the study was 
consistent with the review of literature supports. The findings may be 
generalized to the patients with diabetes mellitus.   
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COLLEGE OF NURSING 
MADRAS MEDICAL COLLEGE CHENNAI-3 
INTERVIEW SCHEDULE (ENGLISH) 
 
QUESTIONNAIRE 
SECTION-A: SOCIO DEMOGRAPHICS 
Demographic profile of patients attending type 2 diabetes mellitus 
outpatient department RGGGH Chennai-3 
Purpose:-This profile is used to measure the demographic variable of patient 
attending diabetology out patient department such as sex, marital status, 
education, employment status, nature of work, family income, type of family. 
Instructions: Read the following items carefully and select one correct 
response by placing appropriate tick mark space provide. Please be frank in 
answering it will kept confidential are anonymity will be maintained. 
1) Sex 
a) Male  
b) Female  
2) Age Group 
a) 25-35 Years  
b) 35-45 Years  
c) 45-55 Years  
d) 55-65 Years  
e) 65 Years and above  
3) Marital Status 
a) Single  
b) Married  
c) Divorced  
d) Separated  
e) Widowed  
4) Highest Educational Level 
a) No formal education  
b) Primary  
c) Secondary  
d) College  
 2 
5) Employment Status 
a) Unemployed  
b) Employed  
c) Pensioner  
d) Own Business  
6) Nature of Work 
a) Sedentary Work  
b) Moderate Work  
c) Heavy Work  
d) Unemployed/ Home Maker  
7) Family income per month 
a) Rs.4000-5000  
b) Rs.5001-8000  
c) Rs.8001-10000  
d) Rs.10001 and Above  
8) Type of Family 
a) Nuclear  
b) Joint  
c) Extended  
 
CLINICAL VARIABLES 
1) Presence of Co-morbidity 
a) Hypertension  
b) Coronary Artery Disease  
c) Chronic Kidney Disease  
d) Others  
2) If yes, do you take treatment rgularly? 
a) Yes  
b) No  
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3) What type of treatment 
a) Allopathic  
b) Ayush  
c) Others  
d) Not taking treatment  
4) Diagnosed to have diabetic since 
a) <2 Weeks  
b) <1 month  
5) Do yuou perform exercise 
a) Yes  
b) No  
6) BMI 
a) Underweight  
b) Normal  
c) Under weight  
d) Obese  
7) Blood Pressure level 
i) Systolic 
a) 0-140 mmHg  
b) >140  
ii) Diastolic 
a) 0-90 mmHg  
b) >90  
SMOKING 
1) History of Smoking 
a) Yes  
b) No   
2) Duration of Smoking 
a) >1 Year  
b) 1-2 years  
c) More than 2 Years  
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3) Smoking of cigarettes per day 
a) 1-5 day  
b) 6-10 day  
c) More than 1 Pocket  
ALCOHOLISM 
4) History of Alcoholism 
a) Yes  
b) No  
If, Yes,  
5) Period of consuming alcohol 
a) >1 Year  
b) 1-3 Years  
c) More than 3 Years  
6) Consumption fo Alcohol per day 
a) >90ml/ day  
b) 90-180 ml/day  
c) More than 2 years  
WEIGHT 
7) Average body weight 
a) 50-60 Kgs  
b) 60-70 Kgs  
c) 70-80 Kgs  
8) Waist- Hip Ratio (Men) 
a) <0.90 (Normal)  
b) 0.90-0.99 (Over Weight)  
c) >1.00 (Obesity)  
9) Waist- Hip Ratio (Female) 
a) <0.80 (Normal)  
b) 0.80-0.84 (Over Weight)  
c) >0.85 (Obesity)  
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SECTION-C 
STRUCTURED QUESTIONNAIRE ON LIFE STYLE 
MODIFICATIONS FOR PATIENTS WITH DM 
1) Life Style Modification Means 
a) Accepting new trends towards Health  
b) Altering long term habits and maintaining  
the new behaviour  
c) Changing the attitude and perceptions towards life  
2) The common food items to be restricted by diabetic clients are 
a) Butter Milk  
b) Fruits  
c) Tubers  
3) Type of food you can take without restrictions 
a) Chocolate  
b) Yellow Banana  
c) Green Leafy Vegetables  
4) The ideal alternative fruit that diabetic client can take instead of an one 
small apple 
a) ½ Cup Orange Juice  
b) 1 Mango  
c) 1 Sapotta  
5) You will continue the diabeitc diet 
a) 10 Years  
b) Life Long  
c) 1 Year  
6) One gram of carbohydrate provide energy of  
a) 4 Kcal  
b) 6 Kcal  
c) 2 Kcal  
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7) Type fo cooling oil can be used for client with diabetes mellitus 
a) Sunflower Oil  
b) Coconut Oil  
c) Palm Oil  
8) The exercise are important for diabetic clients 
a) To maintain wellness  
b) To maintain social relationship  
c) To improve insulin utilization  
9) The following exercises are most beneficial to the diabetic clients 
a) Walking and running  
b) Cycling, Walking  
c) Weight Lifting and Swimming  
10) The diabetic client should do exercises in a week to obtain the maximum 
benefit 
a) 5 Days  
b) 3 Days  
c) 2 Days  
11) The danger sign during exercise  
a) unconsciousness  
b) Palpitation  
c) Back pain  
12) You can exercise at a time to get maximum benefit for 
a) 40 minutes  
b) 60 minutes  
c) 30 minutes  
13) Precautions to be followed to prevent ulcer 
a) Check water temperature with your feet  
b) Daily soak your feet in water  
c) Protect your feet from hot and cold  
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14) You will self examine your feet by 
a) Looking for any cracks and in growing toe nails  
b) Looking for colour changes in the particular area  
c) All the above  
15) If you have a slight injury on your toe or feet, you will 
a) Go to the doctor  
b) Use home remedies  
c) Ignore it  
16) You can protect your feet from injuries 
a) Cutting toe nails deep  
b) Wear slippers at all time  
c) By keeping feet dry  
17) To trim you nails 
a) Straight across  
b) Cut the corner edges  
c) Concave shape  
18) The common skin infection in diabetes  
a) Boiler  
b) Pruritis  
c) Scabies  
19) You can prevent skin infection 
a) Daily bath and clean dress  
b) Clean environment  
c) All of the above  
20) The common site for infection in diabetes is 
a) Ear  
b) Foot  
c) Stomach  
 8 
21) The acute complication of diabetes mellitus 
a) Hypoglycemia  
b) Kidney diseases  
c) Retinopathy  
22) Identify the delayed complications of chronic diabetes mellitus 
a) Cardiac problem  
b) Eye problem, Neuropathy  
c) All of the above  
23) The meaning of Somogyi effect 
a) Elevated blood glucose at bed time  
b) Progressive rise in blood glucose  
c) Early morning glucose level begin to rise  
24) If diabetic client take more insulin, they will have 
a) Increased sweating and giddiness  
b) Vomiting & Diarrhoea  
c) Sudden increase in blood sugar  
25) The precaution to be taken to prevent complications 
a) Regular checkup  
b) Diet and drugs, exercise  
c) All of the above  
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SECTION- C: KEY ANSWERS 
 
Question No Answer 
1  b 
2  b 
3  c 
4  a 
5  b 
6  a 
7  a 
8  c 
9  b 
10  a 
11  b 
12  c 
13  c 
14  c 
15  a 
16  b 
17  a 
18  b 
19  c 
20  b 
21  a 
22  c 
23  c 
24  a 
25  c 
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x¥ÕL msînfhš- ÚÇÊî nehŒ¡fhd thœ¡ifKiw k‰W« mt®fSila 
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1.  ÚÇÊî kUªJfshš ÚÇÊî nehia 
Fz¥gL¤j Koí« 
     
2.  ÚÇÊî kUªJfis thœ¡ifÆš c£bfhŸs 
nt©L« 
     
3.  Ú nehŒthŒg£oU¡F« nghJ ÚÇÊî 
kUªJfis vL¤J¡bfhŸs nt©L« 
     
4.  nkhrkhd ÚÇÊî f£L¥gh£odhš á¡fš mâf« 
V‰gl thŒ¥òŸsJ 
     
5.  Fiwªj buh£o rh¥ãLtj‹ _y« v‹ clš 
vilia ïH¡f¢ brŒnt‹ 
     
6.  c¥ò czî c£bfhŸSjš _y« v‹ r®¡fiu 
msî Fiwtij jL¡»wJ 
     
7.  ÚÇÊî kh¤âiu vL¥gjdhš fhšfËš å¡f« 
ïU¡F« 
     
8.  bghJthf ÚÇÊî nehahËfS¡F fhš 
ghj¤fËš ò© V‰gL« 
     
9.  ÚÇÊî nehÆdhš ghâ¡f¥g£lt®fŸ fhšfËš 
ïu¤j X£l« Fiwthf ïU¡F« 
     
10.  bk‹ikahd tËk©ly cl‰gÆ‰á 
FS¡nfh° msit f£L¥gL¤â guhkÇ¡f 
cjî« 
     
11.  ÚÇÊî nehahËfS¡F clš gÆ‰á K¡»a«      
12.  vd¡F ÚÇÊî nehÆšiy v‹whš 
É¤âahrkhd eg® nghš ïšyhkš ïU¥ng‹ 
     
13.  ÚÇÊî nehíl‹ xU rhjhuz thœ¡if thH 
á¿a e«ã¡if cŸsJ 
     
14.  ÚÇÊî rÇahd f£L¥gh£oš it¤âU¡F« 
nghJ âahf« k‰W« áuk¤â‰F Ãiw 
<LgL¤J»wJ 
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15.  ÚÇÊî nehahš ghâ¡f¥g£l k¡fS¡F 
bghJthf eh¤fŸ Äfî« mDjhg« fh£l 
nt©L« 
     
16.  ÚÇÊî nehahËfS¡F kh‰w¤fŸ 
Ú©lfhykhf ïU¡F« 
     
17.  ÚÇÊî nehia f£L¥gL¤j Koí«      
18.  ÚÇÊî nehahËfŸ eh‹ brhštij 
brŒth®fŸ vd e«ò»nw‹ 
     
19.  ÚÇÊî nehŒ ïUªjhš v‹dhš vJî« brŒa 
KoahJ 
     
20. v‹Dila gH¡f¤âdhš flªj thu« ÚÇÊî 
kUªij c£bfhŸs kw¡fÉšiy. 
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  5 4 3 2 1 
1 Diabetes medication can cure diabetes      
2 Diabetes medication should be taken for life      
3 You should stop taking your diabetes medication when you feel sick      
4 Poor control of diabetes could result in a greater chance of 
complications 
     
5 Eating less bread will make me lose weight      
6 Salty food will prevent my sugar levels from dropping      
7 Diabetic medication may cause swelling of the feet      
8 Sore feet are common in people with diabetes      
9 People with diabetes may have poor circulation of blood in the feet      
10 Gentle aerobic exercise helps to control and maintain glucose (sugar) 
level 
     
       
11 Physical exercise is important for people with diabetes      
12 If I did not have diabetes I think I would be quite a different person      
13 There is little hope of leading a normal life with diabetes      
14 The proper control of diabetes involves a lot of sacrifice and 
inconvenience 
     
15 In general, nurses need to be more sympathetic in their treatment of 
people with diabetes 
     
16 Having diabetes over a long period changes the personality      
17 Diabetes can be controlled      
18 I believe I have adjusted well to having diabetes      
19 There is really nothing you can do if you have diabetes      
20 Forgot to take diabetic medication in the last week is my habit      
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ne®fhzš 
Édh¤jhŸ 
Ra F¿¥òfŸ 
1) ghÈd« 
m) M©  
M) bg©  
2) taJ 
m) 25-35 taJ  
M) 36-45 taJ  
ï) 46-55 taJ  
<) 56-65 taJ  
c) 65 taJ¡F nkš  
3) âUkz Étu« 
m) jÅa®  
M) âUkz« Mdt®  
ï) Çthfu¤J bg‰wt®  
<) Jizia ãÇªjt®  
c) Éjit  
4) fšÇ Étu« 
m) Kiw rhuh fšÇ  
M) bjhl¡f¡ fšÇ  
ï) nkšÃiy¡ fšÇ  
<) fšÿÆ fšÇ  
5) ntiy Étu« 
m) ntiy ïšyhjt®  
M) ntiyÆš ïU¥gt®  
ï) XŒðâa¡fhu®  
<) Ra Éahghu«  
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6) gÂÆ‹ j‹ik 
m) fod ciH¥ghs®  
M) Äjkhd ciH¥ghs®  
ï) Äf fod ciH¥ghs®  
<) gÂÆš ïšiy/ å£oš ïU¥gt®  
7) khj tUkhd« 
m) %.4000 Kjš 5000 tiu  
M) %.5001 Kjš %.8000 tiu  
ï) %.8001 Kjš %.10000 tiu  
<) %.10001¡F nkš  
8) FL«g Étu« 
m) jÅ¡FL«g«  
M) T£L¡FL«g«  
ï) ghu«gÇa FL«g«  
nehŒ F¿¤j Étu§fŸ 
9) Mnuh¡»akÄšyhj T£L nehŒ F¿¤j Çtu¤fŸ 
m) ïu¤j¡ bfhâ¥ò  
M) ïUja nehŒ  
ï) áWÚuf nehŒ  
<) k‰wit  
10) M« vÅš, bjhl®ªJ á»¢ir vL¤J¡bfhŸ»wh®fsh? 
m) M«   
M) ïšiy  
11) vªj tifahd á»¢ir? 
m) mnyhgâ  
M) MíZ  
ï) k‰wit  
<) á»¢ir Kiw ïšiy  
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12) v¥bghGâÈUªJ ïªnehahš c¤fS¡F cŸsJ 
m) 2 thu¤fS¡F nkš  
M) 1 khj¤fS¡F nkš  
13) Ú¤fŸ cl‰gÆ‰á brŒå®fsh? 
m) M«   
M) ïšiy  
14) clš vil (ã.v«.I)? 
m) Äf Fiwªj  
M) ruhrÇ  
ï) Äf mâfkhd msî  
<) gUkdhdt®  
15) ïu¤j mG¤j« 
ïUja RU§f Ãiy mG¤j« 
 m) 0-140 bk®FÇ  
 M) 140¡Fnkš bk®FÆ  
ïUja ÉÇªj Ãiy mG¤j« 
m)  0-90 bk®FÇ  
M) 90¡F nkš bk®FÆ  
òifão¤jš ão¤jš gH¡f« 
1) òifão¤jš Étu« 
m) M«   
M) ïšiy  
2) òif ão¤j fhy« 
m) 1 tUl¤â‰F Fiwthf  
M) 1-2 tUl«  
ï) 2 tUl¤â‰F nkš  
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3) xU ehis¡F òif¡F« áfbu£ msî 
m) 1-5    
M) 6-10   
ï) 10¡F nkš  
kJ mUªJ« gH¡f« 
4) kJ mUªâa Étu« 
m) M«   
M) ïšiy  
M« vÅš, F¿¥ãLf 
5) kJ mUªâa fhy« 
m) 1 tU¤â‰F« Fiwthf  
M) 1-3 tUl«  
ï) 3 tUl¤â‰F nkš  
6) xU ehis¡F kJ mUªJ« msî 
m) 90 Ä.È¡F Fiwthf  
M) 90-180 Ä.È  
ï) 180 Ä.È¡F nkš  
clš vil 
7) ruhrÇahd clš vil 
m) 50-60 »nyh  
M) 60-70 »nyh  
ï) 70-80 »nyh  
8) ïL¥ò-tÆW rjÉ»j« (M©) 
m) (<0.90) ïašghdJ  
M) (0.90-0.099) mâf vil  
ï) (1.00) bjh¥ig  
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9) ïL¥ò-tÆW rjÉ»j« (bg©) 
m) (<0.80) ruhrÇ  
M) (0.80-0.84) mâf vil  
ï) (<0.85) Äf mâf vil  
gFâ-ï 
1) thœ¡if Kiwia kh‰¿aik¥gJ v‹gJ 
m) clš ey« F¿¤J òâa ngh¡Ffis f‰W¡bfhŸtJ  
M) Ú©l fhy m«r¤fis kh‰Wjš k‰W« 
òâa el¤ijia guhkÆ¤jš  
ï) kd ngh¡F, kd¥gh‹ikia kh‰W« thœ¡if  
2) ÚÆÊî nehahËfŸ f£L¥gL¤j¥gL« bghJthd czîfŸ 
m) nkh®  
M) gH¤fŸ  
ï) »H¤F tiffŸ  
3) Ú¤fŸ f£L¥ghL ïšyhkš vL¤J¡bfhŸS« czî tiffŸ 
m) rh¡ny£  
M) kŠrŸ thiH  
ï) g¢ir fhŒf¿fŸ  
4) xU á¿a M¥ãS¡F gâyhf r®¡fiu nehahËfS¡F áwªj 
kh‰W gH« 
m) miu nfh¥ig MuŠR rhW  
M) kh«gH«  
ï) r¥ngh£lh  
5) ÚÇÊî czî vL¤J¡bfhŸS« fhy tiu 
m) 10 tUl«  
M) thœ ehŸ KGtJ«  
ï) 1 tUl«  
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6) xU »uh« fh®nghiA£nu£ M‰wš mË¡»wJ 
m) 4 ».fnyhÇ  
M) 6 ». fnyhÇ  
ï) 2 ». fnyhÇ  
7) ÃÆÊî nehahËfŸ vªj tifahd FË%£L« v©bzŒ 
ga‹gL¤jyh« 
m) NÇafhªâ  
M) nj¤fhŒ v©bzŒ  
ï) ghkhÆš  
cl‰gÆ‰á 
8) cl‰gÆ‰á nehahËfS¡F K¡»a« 
m) Mnuh¡»a¤ij guhkÇ¡f  
M) r_f¤ij guhkÇ¡f  
ï) ï‹RÈ‹ ga‹ghL nk«gL¤j  
9) ã‹tU« cl‰gÆ‰áfŸ ÚÆÊî nehahËfS¡F ÄFªj gaid 
mË¡»‹wd 
m) eil gÆ‰á k‰W« X£l«  
M) ir¡»Ÿ X£Ljš, eil gÆ‰á  
ï) gGö¡FtJ k‰W« Ú¢ryo¥gJ  
10) ÚÆÊî nehahËfŸ mâfg£r« ga‹bgw thu¤âš gÆ‰á brŒa 
nt©oa eh£fŸ 
m) 5 eh£fŸ  
M) 3 e£fŸ  
ï) 2 eh£fŸ  
11) cl‰gÆ‰áÆ‹nghJ mila¡Toa Mg¤JfŸ 
m) Ra Ãidî ïšyhik  
M) beŠR Jo¥ò  
ï) KJFtÈ  
12) Ú¤fŸ cl‰gÆ‰á¡fhf xJ¡F« neu¤jhš ga‹ milayh« 
m) 40 ÃÄl¤fŸ  
M) 60 ÃÄl¤fŸ  
ï) 30 ÃÄl¤fŸ  
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ghj§fis ghJfh¤jš 
13) fha¤fŸ V‰glhkÈU¡f bjhl®ªJ K‹bd¢rÆ¡ifahf ïU¡f 
nt©L« 
m) c¤fŸ fhšfshš ÚÆ‹ bt¥gÃiyia rÆgh®¡fî«  
M) âdrÆ c¤fŸ ghj¤fis j©ÙÆš Cwit¡fî«  
ï) c¤fŸ ghj¤fis bt¥g«, FËÆÈUªJ ghJfh¡fî«  
14) c¤fŸ ghj¤fis Ú¤fns Ra gÆnrhjid brŒtj‹ _y« 
m) ghj¤fËš bto¥ò k‰W« ÇušfËš ef« ts®tij 
ftÅ¤jš  
M) K¡»akhf xUáy ïl¤fËš Ãukh‰w« V‰gLtij 
ftÅ¤jš  
ï) nkny cŸs mid¤J«  
15) c¤fŸ fhš ghj¤fËš mšyJ fhš ÇušfËš á¿a fha« ïUªjhš 
m) kU¤JtÆl« bršy nt©L«  
M) å£L it¤âa« ga‹gL¤jyh«  
ï) mij òw¡fÂ¡fî«  
16) Ú¤fŸ c¤fŸ fhš ghj¤fis fha¤fËÈUªJ ghJfh¥gj‹ _y« 
m) fhš Çuš ef¤ij MHkhf bt£o vL¥gJ  
M) v¥bghGJnk fhyÂfis mÂtJ  
ï) fhšfis cyu it¥gJ  
17) Ú¤fŸ ef¤fis xG¤fik¡f 
m) neuhf KGtJ« bt£LtJ  
M) ef¤â‹ KidÆÈUªJ bt£LtJ  
ï) FÊthd tot¤âš bt£LtJ  
njhš nehŒfŸ ghâ¡f¥gLjš 
18) ÚÆÊî nehahËfS¡F bghJthf tU« njhš nehŒ 
m) bfh¥òs¤fŸ  
M) njhš mÆ¥ò  
ï) áu§F  
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19) c¤fŸ njhÈš V‰gL« nehia jL¥gj‹ _y« 
m) âdrÆ FËa® k‰W« R¤jkhd cil  
M) R¤jkhd NHš  
ï) nkny cŸs mid¤J«  
20) ÚÆÊî nehahËfS¡F bghJthd nehŒ bjh‰W ghâ¡f¥gLtJ 
m) fhJ   
M) fhšfŸ  
ï) tÆW  
21) ÚÆÊî nehÆdhš V‰gL« fLikahd á¡fšfŸ 
m) ïu¤j r®¡fiu Fiwî  
M) áWÚuf nehŒ  
ï) ÉÊ¤âiu ghâ¥ò  
22) Úo¤j ÚÆÊî nehÆdhš V‰gL« nehŒ á¡fšfŸ 
m) ïja ãu¢rid  
M) f© ãu¢rid k‰W« eu«ò ghâ¥ò  
ï) nkny cŸs mid¤J«  
23) nrhnkh» ÇisîfË‹ m®¤j« 
m) gL¡if neu¤âš ïu¤j r®¡fiu mâfÆ¤jš  
M) ïu¤j¤âš r®¡fiu msî ca®jš  
ï) mâfhiyÆš r®¡fiu msî ca®jš  
24) ÚÇÊî nehahË mâf¥goahf vL¡f neÇL« nghJ 
m) mâfÆ¤j Ça®it k‰W« ka¡f«  
M) thªâ k‰W« tÆ‰W¥ngh¡F  
ï) âO® r®¡fiuÆ‹ msî mâfÆ¤jš  
25) á¡fiy jL¡f K‹bd¢rÆ¡ifahtj‹ _y« 
m) tH¡fkhd nrhjid  
M) czî k‰W« kUªJfŸ, cl‰gÆ‰á  
ï) nkny cŸs mid¤J«  
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x¥ÕL msînfhš- ÚÆÊî nehŒ¡fhd thœ¡ifKiw k‰W« 
mt®fSila kndhght« 
t. 
v©. 
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5 4 3 2 1 
1.  ÚÆÊî kUªJfshš ÚÆÊî nehia Fz¥gL¤j 
Koí« 
     
2.  ÚÆÊî kUªJfis thœ¡ifÆš c£bfhŸs 
nt©L« 
     
3.  Ú nehŒthŒg£oU¡F« nghJ ÚÆÊî kUªJfis 
vL¤J¡bfhŸs nt©L« 
     
4.  nkhrkhd ÚÆÊî f£L¥gh£odhš á¡fš mâf« 
V‰gl thŒ¥òŸsJ 
     
5.  Fiwªj buh£o rh¥ãLtj‹ _y« v‹ clš 
vilia ïH¡f¢ brŒnt‹ 
     
6.  c¥ò czî c£bfhŸSjš _y« v‹ r®¡fiu 
msî Fiwtij jL¡»wJ 
     
7.  ÚÆÊî kh¤âiu vL¥gjdhš fhšfËš å¡f« 
ïU¡F« 
     
8.  bghJthf ÚÆÊî nehahËfS¡F fhš ghj¤fËš 
ò© V‰gL« 
     
9.  ÚÆÊî nehÆdhš ghâ¡f¥g£lt®fŸ fhšfËš 
ïu¤j X£l« Fiwthf ïU¡F« 
     
10.  bk‹ikahd tËk©ly cl‰gÆ‰á FS¡nfh° 
msit f£L¥gL¤â guhkÇ¡f cjî« 
     
11.  ÚÆÊî nehahËfS¡F clš gÆ‰á K¡»a«      
12.  vd¡F ÚÆÊî nehÆšiy v‹whš Ç¤âahrkhd 
eg® nghš ïšyhkš ïU¥ng‹ 
     
13.  ÚÆÊî nehíl‹ xU rhjhuz thœ¡if thH á¿a 
e«ã¡if cŸsJ 
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5 4 3 2 1 
14.  ÚÆÊî rÆahd f£L¥gh£oš it¤âU¡F« nghJ 
âahf« k‰W« áuk¤â‰F Ãiw <LgL¤J»wJ 
     
15.  ÚÆÊî nehahš ghâ¡f¥g£l k¡fS¡F bghJthf 
eh¤fŸ Äfî« mDjhg« fh£l nt©L« 
     
16.  ÚÆÊî nehahËfS¡F kh‰w¤fŸ Ú©lfhykhf 
ïU¡F« 
     
17.  ÚÇÊî nehia f£L¥gL¤j Koí«      
18.  ÚÆÊî nehahËfŸ eh‹ brhštij brŒth®fŸ 
vd e«ò»nw‹ 
     
19.  ÚÆÊî nehŒ ïUªjhš v‹dhš vJî« brŒa 
KoahJ 
     
20. v‹Dila gH¡f¤âdhš flªj thu« ÚÆÊî 
kUªij c£bfhŸs kw¡fÇšiy. 
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STRUCTURE TEACHING PROGRAMME 
Topic:- A Study to assess the effectiveness of structure teaching programme on knowledge 
and attitude regarding lifestyle modification among clients with type-2 diabetes 
mellitus attending diaabetology outpatient department at Rajiv Gandhi Government 
General Hospital,Chennai-3 
Group:-   Type-2 Diabetes mellitus. 
Venue:-   Diabetology outpatient department RGGGH-Chennai-3 
Instructor:-   Investigator;-  
Time: -         45 mts 
Method of Teaching:- Lecture Cum Discussion. 
Teaching methods:- Pamphalets, booklets Laptop video, 
 
  
 2 
CENTRAL OBJECTIVES:  
At the end of the structure teaching program diabetic patient gains knowledge and understand regarding 
diabetes mellitus and develop desirable skill and attitude to apply this knowledge in taking care of their health and 
prevention of complication. 
SPECIFIC OBJECTIVES:  
The diabetic patients are able to , 
 define diabetes mellitus. 
 list out the causes and risk factors for diabetes mellitus. 
 classify the diabetes mellitus. 
 describe the clinical factors of diabetes mellitus. 
 enlist the simple investigations of diabetes mellitus. 
 explain the treatment of diabetes mellitus. 
 enumerate the complications and its preventions of diabetes mellitus. 
 educate the client regarding lifestyle modification 
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Teacher 
Activity 
Students 
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AV Aids 
5 
min 
 DIABETES MELLITUS 
Women and diabetic our right to a Healthy Life. 
– International Federation, 2017. 
INTRODUCTION 
Diabetes mellitus is a multisystem disease related to 
abnormal insulin production, impaired insulin utilization or 
both. Diabetes mellitus a serious health problem 
throughout the world. Nearly 20% of people over age 65 
years have diabetes. Diabetes is the leading cause of heart 
disease, stroke, adult blindness and non-traumatic lower 
limb amputation. 
Pancreas, the sources of insulin production, is an 
essential organ responsible for both digestion and glucose 
homeostasis. Insulin is associated with “blood sugar” and 
true enough, insulin has profound effect on carbohydrates 
metabolism. Besides, it also plays a very vital role in fat 
and protein metabolism. Absolute or relative insulin 
deficiency causes diabetes mellitus which is characterized 
by abnormalities in carbohydrates, protein and fat 
metabolism. The hormones of particular importance in 
glycemic regulation are insulin. glucagon and morerecently 
glucagon like peptide. 
Teaching Learning Power Point 
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AV Aids 
2 
min 
define 
diabetes 
mellitus 
DEFINITION 
Diabetes mellitus is a group of metabolic diseases 
characterized by elevated level of glucose in the blood 
(hyperglycemia) resulttng from defects in insulin secretion, 
insulin action or both. 
NORMAL BLOOD 
GLUCOSE LEVEL = 80-120 mg/dl 
Please is the organ which secretes insulin. 
INCIDENCE 
As of 2017 30.3 million people have diabetes 
worldwide. Type-2 makes up about 90% of the cases. This 
is equal to 7.2% million people undiagnosed of the adult 
population with equal rates in both women and men. 
In 2016, the International Diabetes Federation (IDF) 
estimated that diabetes resulted in 4.9 million deaths. 
Explaining Listening PPT 
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3 
min 
list out the 
causes and 
risk factors 
for diabetes 
mellitus. 
ETIOLOGY AND RISK FACTORS: 
 Hereditary 
 Auto immune 
 Environmental factors 
 Family history of diabetes 
 Obesity 
 Age >45 years 
 Hypertension (>140/90mm Hg) 
 History of gestational diabetes 
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2 
min 
classify the 
diabetes 
mellitus. 
CLASSIFICATIONS 
Type-I diabetes mellitus 
 Formerly known as insulin dependent diabetes mellitus. 
 It is most often occur in people who are under 30 years 
of age. 
Type-Il diabetes mellitus: 
Most prevalence type of diabetes accounting for over 
90% of patients with diabetes. 
 Usually occur in people over 40 years of age. 
 80-90% of patients are overweight at the time of 
diagnosis. 
Gestational diabetes mellitus 
 Gestational diabetes mellitus develops during pregnancy. 
 It is detected at 24-2 8 weeks of gestation. 
Explaining Listening PPT 
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2 
min 
describe the 
clinical 
factors of 
diabetes 
mellitus. 
CLINICAL MANIFESTATIONS 
 The classical symptoms are 
 Poly uria (frequent urination) 
 Polydipsia (excessive thirst) 
 Polyphagia (excessive hunger) due to inadequate 
conversion of nutrient to energy due to insulin 
deficiency. 
 Weight loss 
 Weakness 
 Fatigue 
 Prolonged wound healing. 
 Visual changes 
 Over weight 
Explaining Listening PPT 
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3 
min 
enlist the 
simple 
investigations 
of diabetes 
mellitus. 
DIAGNOSTIC EVALUATION 
 History collection 
 Physical examination 
 Two hours OGIT level exceeding 200mgJdl. 
 Fasting glucose 70-130 mg/dl. 
 Post prandial blood sugar level <180 mg/dl. 
 Glycosylated hemoglobin level (Hb AIc) level 7% (or) 
less. 
 Urine sugar test. 
 Micro albuminuria 
 Ketone test 
 
Explaining Listening PPT 
 9 
Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
15 
min 
explain the 
treatment 
and life style 
modifications 
of diabetes 
mellitus. 
MANAGEMENT 
 The two types of glucose lowering agents [GLAs] used in the 
treatment of diabetes are insulin and oral agents [OAs]. 
 All individuals with type 1 diabetes require insulin. 
 For some people with type II diabetes a regimen of 
proper nutrition, regular physical activity and 
maintenance of desirable body weight will be sufficient 
to attain an optimal level of blood glucose control.  
NUTRITION THERAPY 
It is the cornerstone of the care for the person with 
diabetes. Many people both lay and professional are 
misinformed about the nutritional management of diabetes. 
Instead nutrition therapy for the management of diabetes is 
based on a plan of healthy eating that is appropriate and 
beneficial to the most people whether they have diabetes 
or not. 
Explaining Listening PPT 
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  GOAL 
 Attaining and maintaining optimal outcomes in terms of 
near normal blood sugar. 
 In preventing chronic complications of diabetes by 
modification of nutrient intake and life style. 
 Addressing individual needs such as personal. cultural 
preference and life style practices. 
FOOD COMPOSITION 
 Protein — l5%2O % of total daily calories. 
 Fat — 25-35% of daily calories from saturated fat. 
 Carbohydrates — 5O-6O% of calories 
 Sodium — intake should be less than 2400mg/day. 
 Fiber — approximately 25 3() g/day. 
Explaining Listening PPT 
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  FOOD TO BE TAKEN: 
 One fruit per day (10g/day) 
 Eat vegetables (beans, bitter guard, cabbage etc.) 
 Pulses 
 Green leafy vegetables 
 Marie biscuit 
 Clear soup. 
 Pepper water. 
 Plain coffee or tea. 
 Skimmed butter milk. 
 Unsweetened lime juice. 
Macro vascular complications are disease of the large 
and medium sized blood vessels that occur with greater 
frequency and with an earlier onset in people with 
diabetes. 
Macro vascular diseases includes 
 Cerebrovascular 
 Cardio vascular 
 Peripheral vascular disease 
Explaining Listening PPT 
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15 
min 
enumerate 
the 
complications 
of diabetes 
mellitus. 
RISK FACTORS: 
 Obesity, smoking, hypertension. 
 High fat intake and sedentary life style. 
MICROVASCULAR COMPLICATIONS 
It results from thickening of the vessels membranes 
in the capillaries and arterioles in response to conditions of 
chronic hyperglycemia. 
They differ from the macro vascular complications in 
that they are specific to diabetes. 
 Eye (retinopathy) 
 Kidney (nephropathy) 
 Neuropathy 
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  DIABETIC RETINOPATHY 
 Rapid heartbeat, head ache. 
 Emotional changes, nervousness. 
 Profuse sweating, tremors, faintness, dizziness. 
 Unsteady gait, slurred speech. hunger. changes in 
vision, seizure and coma. 
TREATMENT: 
 Immediate ingestion of 5-20g of simple 
carbohydrates/sugar. 
 Ingestion another 5-20g of simple carbohydrates in 15 
mm if no relief obtained, contacting the physicians, if no 
relief obtained. 
 Discussion with physician about medication dosage. 
 
Explaining Listening PPT 
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  PREVENTIVE MEASURES: 
 Taking prescribed dose of medication at proper time. 
 Accurate administration of insulin / oral agents. 
 Ingestion of all ordered diet foods at proper time. 
 Provision of compensation for exercise. 
 Ability to recognize and know symptoms and treat them 
immediately. 
 Carrying of simple carbohydrates. 
 Education of friends, family, fellow employees about 
symptoms and treatment. 
 Checking blood glucose as ordered. 
 Wearing medical alert (diabetic identification). 
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  CHRONIC COMPLICATION: 
Macro Vascular Complication 
 Favorable changes in body composition. 
 Maintenance and improvement in body weight. 
 Improvement of psychological well-being. 
AVOIDING COMPLICATIONS: 
 Stop exercise if symptoms of hypoglycemia occur during 
exercise. 
 Check blood glucose before and after exercise. 
 Eat a snacks with 15-30gm of quickly absorbed 
carbohydrates like hard candies, juices etc. prior to 
exercise depending on pre exercise blood glucose. 
 Always have water and snacks handy during activity. 
 Wear a medical identification tag to protect in case of 
emergency. 
 Exercise with a friend whenever possible. 
 Avoid exercise when patient is feeling ill. 
Explaining Listening PPT 
 16 
Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
  TIMING FOR EXERCISE: 
 Exercise should always be 1-3 hours after eating 
something. 
 Diabetes who is on insulin should not exercise when 
their insulin is at its peak.  
 Since exercise can lower blood glucose hour later, 
exercising just before bed time should he avoided to 
prevent hypoglycemia in the middle of the night. 
EXERCISE PRESCRIPTION SHOULD INCLUDE 
 Warm up period:5- I 0mm of aerobic activity such as 
walking or bicycling at low intensity. 
 Period of intense exercise. 
 Coconut water- 150m1. 
 Jamun — 100 gm. 
 Banana — ½ big or 40 gm. 
 Chickoo — I small. 
 Mango — ―/2 medium or 75gm. 
 Sitaphal — ½ big size or 50 gm. 
 Grapes — 10-12 pieces. 
Explaining Listening PPT 
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  EXERCISE: 
Exercise is being increasingly recognized as a part of 
the treatment for diabetes mellitus. The beneficial effect of 
exercise on glycemic control largely results from increased 
tissue sensitivity to insulin. To understand effects of 
exercise on diabetes patient, it is essential to understand 
the physiology of exercise on normal subjects. The 
physiological effects will depend on the type and duration 
of exercise. 
BENEFITS: 
 Improvement in glycemic control. 
 Improvement in insulin sensitivity and lowered insulin 
requirement often leading to reduced dosage of insulin 
and/or oral hypoglycemic agents especially in people 
with type 2 diabetes. 
 Reduction in blood pressure. 
 Increased fibrinolysis. 
Explaining Listening PPT 
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 Improvement inn dyslipidemia. 
 Increased vascular reactivity. 
 Reduction in risk for osteoporosis. 
 Reduction of coronary risk factors. 
FOOD TO BE AVOIDED 
 Fatty diet 
 Fired foods (vadat. baji etc.) 
 Animal foods 
 Carbohydrate rich foods are restricted 
 Tubers and roots 
 Alcohol 
 Honey 
 Ghee, cream, butter, cheese, pickle, sugar, jaggery, 
sweets 
 Deserts V 
 Egg yolk, mutton, red meat, chicken skinned. 
 Grapes, mango, sweet melon, banana, jack fruit. 
 Cakes, bun, sweet biscuits 
 Chocolates jam. 
 Glucose. 
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  FRUITS: 
 Apple -. I small ½ medium. 
 Guava— 1 medium. 
 Orange — I medium. 
 Papaya — 1 medium. 
 Pine apple— 1/3 medium. 
 Pear— I medium. 
 Sweet lime — I medium. 
 Water melon — 2-3 slices. 
 Pomegranate — 1/3 medium. 
 Tomato juice. 
 Seasoning like onion, mint, pepper. garlic, curry leaf, 
coriander, vinegar, mustard. 
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  FAT EXCHANGE: 
 Oil — 10g (3 tbsp) 
 Ghee — 10g (2 tbsp) 
 Butter — 12g (2 ½ tbsp) 
 Vanasparhi-10g (2 tbsp) 
 Margarine—10g. 
 
MILK EXCHANGE: 
 Cow‖s milk— 100ml (½ cup). 
 Buffalos milk —50 ml ( ¼ cup). 
 Curds— 100 ml(½cup). . 
 Skimmed milk —200 ml (1 cup). 
 Skimmed milk powder- l8g (5 tbsp). 
 Whole milk powder — 13 g (3 tbsp). 
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  NON VEGETARIAN EXCHANGE: 
 Fried preparations to be avoided. 
 To be included as curry, baked or grilled. 
 Non- vegetarian can be mixed with vegetables to make a 
curry. 
 To be avoided inn the night. 
 100gm fish/chicken = 20 gm protein =100kcal. 
IMPORTANT POINTS TO REMEMBER: 
 Diabetic patients should go for annual medical checkup. 
 Eye and dental checkup once in a year. 
 No feasting, no fasting. 
 Regular exercise, weight reduction. 
 Avoid smoking and alcoholism. 
 Regular medicine as per prescription. 
 Carry an identification card. 
Explaining Listening PPT 
 
 
 
 22 
Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
 Foot care. 
 Patients should be instructed that these agents will help 
keep blood glucose controlled and will help prevent 
serious complications. 
 Patients should not take extra pills if over eating has 
occurred, unless specifically instructed to do so by their 
health care provider. 
 Patients should take the drugs regularly without missing 
the dose. 
 Routine care should include regular bathing with 
particular emphasis given to foot care. 
 If the injury does not begin to heal within 24 hours or if 
signs of infection develop, the health care provider 
should be notified immediately. 
 Travel for a patient with diabetes requires advance 
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planning. 
 The patient should have a full set of diabetes care 
supplies in the carryon luggage when travelling by plane, 
train, bus. 
 When the patient feels tired on experiences hypo/hyper 
glycenic symptoms patients is advised to check the 
blood sugar level. 
 For patients who use insulin or an oral agent that can 
cause hypoglycemia, snacks items and a quick acting 
carbohydrates source for treating hypoglycemia should 
be included in the carryon  
 If the patient is planning a trip out of the country, it is 
wise to have a letter from the health care provider 
explaining that the patients has diabetes and requires all 
the materials. particularly syringes for ongoing health 
care. 
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  TIPS TO START A WALKING PROGRAM: 
 Wear shoes with proper arch support, a firm heel and 
thick flexible soles that will cushion your feet and 
absorb shock. 
 Wear clothes that will keep you dry and comfortable. 
 Start gradually to avoid stiff or sore muscles and joints. 
Begin walking faster, further and walking for longer 
periods of time over several weeks. 
 Set goals and reward. 
 Keep track of your progress with a walking journal or 
log. 
SELF MONITORING OF BLOOD GLUCOSE: 
Self-monitoring of blood glucose is a cornerstone of 
diabetes management thus enabling clients to make self-
management decisions regarding diet, exercise and 
medications. 
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  BENEFITS: 
 It gives immediate information about blood glucose value 
that can be used to adjust food intake, activity patterns, 
and medication dosage. 
 It produces accurate records of daily glucose fluctuation 
and trends, as well as alerting patients to acute episodes 
of hyperglycemia and hypoglycemia. 
 It is a tool for achieving and maintaining specific 
glycemic goals. 
 It has a great educational value in assessing blood 
glucose responses to insulin, food and exercise. 
 
BARRIERS: 
 Vision problem. 
 Fine motor co-ordination V 
 Willingness. 
 Cost. 
 Impending fear. 
 Feeling of guilt owing to increased values impedes 
monitoring. 
Explaining Listening PPT 
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Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
  TRAINING: 
 Wash hands with warm water. It is not necessary to 
clean the site with alcohol and it may interfere with test 
results. Fingers should dry before puncturing. 
 Use the side of finger pad rather than the center as 
fewer nerve endings are along the side of the finger pad. 
 The puncture should be deep enough to obtain 
sufficiently large drop of blood. Unnecessarily deep 
punctures may cause pain and bruising. 
 Follow monitor instructions for testing the blood. 
 Record results and compare to personal target glucose 
goals. 
COMPLICATIONS: 
Acute Complications 
 Glucosuria 
 Nausea and vomiting 
 Abdominal cramps 
Explaining Listening PPT 
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Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
  MANAGEMENT OF HYPER GLYCEMIA: 
 Physicians attention 
 Continuing of diabetes medicines as ordered. 
 Frequent checking of blood sugar level 
 Hourly drinking of fluids 
HYPOGLYCEMIA 
Hypoglycemia or low blood glucose occurs when 
there is. too much insulin in proportion to available glucose 
in the blood. This causes the blood glucose level to drop to 
less than 70mg/dl. 
CAUSES: 
 Alcohol intake without food. 
 Too little food, delayed, vomited, inadequate intake. 
 Too much diabetes medication. 
 Too much exercise without compensation. 
 Diabetes medication or food takes at wrong time. 
 Loss of weight without change in medication. 
Explaining Listening PPT 
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Time 
Contributory 
Objectives 
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Teacher 
Activity 
Students 
Activity 
AV Aids 
  SIGNS AND SYMPTOMS: 
 Blood glucose <50 mg/dl. 
 Cold, clammy skin, numbness of fingers, toes, mouth. 
DIABETIC KETOACIDOSIS 
Referred to as diabetic acidosis and diabetic coma is 
caused by a profound deficiency of insulin and 
characterized by hyperglycemia ketosis and acidosis and 
dehydration. 
HYPERGLYCEMIA 
It is the life threatening syndrome that can occur in 
the patient with diabetes who is able to produce enough 
insulin to prevent DKA but not enough to prevent severe 
hyperglycemia, osmotic diuresis and extra cellular fluid 
depletion. 
Explaining Listening PPT 
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Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
  CAUSES: 
 Too much food intake 
 Too little or no diabetes medication 
 Inactivity 
 Emotionai, physical stress  
 Poor absorption of insulin 
SIGNS AND SYMPTOMS 
 Elevated blood glucose level 
 Increase in urination 
 Weakness, fatigue 
 Blurred vision, Head ache 
 Peripheral vascular disease. 
FOOT CARE: 
 Wash feet daily with a mild soap and warm water. 
 Pat feet dry gently, especially between toes. Examine 
Explaining Listening PPT 
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Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
the feet daily for cuts, blisters, swelling and red tender 
areas. 
 Use mild foot powder on sweaty foot. 
 Cleanse cuts with warm water and mild soap, covering 
with clean dressing 
 Separate over lapping toes with cotton or lamb s wool. 
 Avoid open-toe, open- heel and high heel shoes. 
 Do not wear clothing that leaves impressions, hindering 
circulation. 
 Do not use hot water bottles or heating pads to warm 
feet, wear socks for warmth. 
 Exercise feet daily either by walking or by flexing and 
extending feet in suspended position. 
 Avoid prolonged sitting, standing and crossing of legs. 
MICRO CELLULAR RUBBER 
MCR is a specially processed rubber material with 15 
chemicals, where bubbles of air are introduced into rubber, 
creating millions of “micro cells” containing air. These 
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Time 
Contributory 
Objectives 
Content 
Teacher 
Activity 
Students 
Activity 
AV Aids 
micro sized closed cells resemble fat filled cells under the 
sole of foot. 
Generally a pair of good MCR sandals will last for 18 
to 24 months. It has the following qualities: 
MCR withstands friction while walking and still 
maintains its 
NEPHROPATHY 
ft is a micro vascular complication associated with 
damage to the small blood vessels that supply the 
glomeruli of the kidney. 
NEUROPATHY: 
It is nerve damage that occurs because of the 
metabolic derangements associated with diabetes mellitus. 
COMPLICATIONS OF THE FOOT: 
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Contributory 
Objectives 
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Teacher 
Activity 
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Activity 
AV Aids 
Foot complications are the most common cause of 
hospitalization in the person with diabetes. The 
development of diabetic foot complications is a 
multifactorial process. Improper foot care can cause foot 
ulcer. They result from a combination of miecro vascular 
and macro vascular disease that place the patient at risk 
for injury and serious infection that may leads to 
amputation. 
RISK FACTORS: 
 Fissured skin. 
 Limited joint mobility. 
 Obesity. 
 Clotting abnormalities 
 Impaired immune functions 
 Diabetes duration more than 10 years. 
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brÇÈa® fšÿÆ 
br‹id kU¤Jt¡ fšÿÆ, br‹id-600 003. 
 
 
ÚÆÊî nehahËfS¡fhd thœ¡if Kiw 
kh‰w« g‰¿a â£lÄ£l Kiwahd 
ey¡fšÇÆ‹ ghl¤â£l« 
 2 
jiy¥ò : ÚÆÊî nehŒ k‰W« thœ¡if gÂ kh‰w« 
FG : òâjhf f©l¿a¥g£l ÚÇÊî nehahË 
ïl« : uhé› fhªâ muR bghJ kU¤Jtkid, br‹id-600 
003. 
fhy« : 30 ÃÄl« 
ÉÇîiu tªj Éj« : nghjid Kiw 
nghjid¡F cjÇa fUÇfŸ : fÂ¥bgh¿, ïa‰if gU¥ò tiffŸ 
 3 
bghJ neh¡f¤fŸ 
ÚÆÊî nehahËfŸ m¿î KoÇš, ÚÆÊî nehahË, thœ¡if ghÂ kh‰w¤ij g‰¿í«, g¡f 
Çisîfis jL¡F« Kiwiaí«, ÚÆÊî nehahË m¿ªJ brašgLth®fŸ. 
 
F¿¥ã£l ïy¡FfŸ 
ÚÆÊî nehahËfŸ KoÇš 
 ÚÇÊî nehÆ‹ tiuaiw 
 ÚÆÊî nehŒ¡fhd fhuz¤fis g£oaÈL 
 ÚÆÊî nehÆ‹ tiffŸ 
 ÚÆÊî nehÆ‹ kU¤Jt Kiwia ÇtÆ 
 ÚÆÊî nehÆ‹ thœ¡if ghÂ kh‰w¤ij m¿îW¤jš 
 ÚÆÊî nehÆ‹ g¡fÇisîfŸ v‹d 
 ghj« ghJfh¡F« Kiwfis ÉtÇ 
 4 
 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
   ÚÆÊî nehŒ mrhjhuz 
ï‹RÈ‹ c‰g¤â, gyådkhd 
ï‹RÈ‹ ga‹ghL, mšyJ 
ïu©L« bjhl®ghd gy go¤jhd 
nehŒ MF«. ÚÆÊî cy»nyna 
Äfî« mghafukhd nehŒ. 20% 
ÚÆÊî nehŒ, 65 taâ‰F 
nkyhndh®¡F njh‹W»wJ. 
fiza«, ï‹RÈ‹ 
c‰g¤âia Ru¡F«. ïit czî 
brÆkhd« k‰W« FSnfh° 
nAhÄnah°lá° ngh‹w 
gÂfis brŒí« ï‹RÈ‹ 
ïu¤j r®¡fiu nehŒ¡fhd 
K¡»a fhuz«. ïij jÉu 
bfhG¥ò k‰W« òuj ts®áij 
kh‰w¤âš xU K¡»a g¤F 
t»¡»wJ. KGikahd mšyJ 
bjhl®òila ï‹RÈ‹ FiwghL, 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
fh®nghiA£nu£, òuj« k‰W« 
bfhG¥ò ts®áij kh‰w¤ij 
cUth¡F«. ïjdhš ÚÆÊî nehŒ 
V‰gL«. ïjid f£L¥gL¤j 
cjîjtJ FSnfhb#‹ k‰W« 
bg¥il£ MF«. 
 
 
1. ÚÇÊî 
nehÆ‹ 
tiuaiw 
2 
ÃÄl« 
tiuaiw 
ÚÆÊî nehŒ v‹gJ ca® 
ïu¤j FSnfh° msî k‰W« 
ï‹RÈ‹ Ru¥gâš FiwghL 
mšyJ ïu©L« fyªjit.  
fiza« ï‹RÈid 
Ru¡»wJ. 
ÚÇÊî 
2017š 30.3 ÄšÈa‹ k¡fŸ 
cyfsÇš ÚÆÊî nehahš 
   
 6 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
ghâ¡f¥g£LŸse®. 23.3 ÄšÈa‹ 
k¡fS¡F ÚÇÊî 
f©Lão¡f¥g£L cŸsJ. 7.2 
ÄšÈa‹ k¡fS¡F ÚÆÊî 
f©Lão¡f¥glÇšiy. 
2016š 49 ÄšÈa‹ k¡fŸ 
ÚÆÊthš ïwªJŸsd®. 
2. ÚÇÊî 
nehŒ¡fhd 
fhuz¤fŸ 
g£oaÈL 
2 
ÃÄl« 
nehŒ¡fhuz« k‰W« Mg¤J 
fhuÂfŸ 
 gu«giu 
 fh® nehŒ vâ®¥ò 
 R‰W¢NHš fhuz« 
 FL«g tuyhW 
 clš gUk‹ 
 f®¥gfhy« ÚÆÊî nehŒ 
 taJ 45¡F nkš 
f®¥ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 ïu¤j mG¤jk 
3. ÚÇÊî 
nehÆ‹ 
tif 
2 
ÃÄl« 
tifghL 
tif-1 
 ïit ï‹RÈ‹ rh®ªj ÚÆÊî 
nehŒ 
 30 taâ‰F Èœ cŸnsh®¡F 
ï›tif ÚÆÊî njh‹W« 
tif-2 
 ïit ï‹RÈ‹ rh®ªâlhj 
ÚÆÊî nehŒ 
 40 taâ‰F nkš cŸnsh®¡F 
ï›tif ÚÆÊî njh‹W« 
f®¥gfhy ÚÇÊî 
 f®¥gfhy« ÚÆÊî v‹gJ 
kf¥ngW fhy¤âš c©lhF«. 
 ïit fUî‰W 24-28 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
thu¤fËš f©l¿a¥gL«. 
m¿F¿fŸ 
 ghÈôÇah (mo¡fo áWÚ® 
fÊ¤jš) 
 ghÈ o¥áah (mâf¥goahd 
jhf«) 
 ghÈ ngÍah (mâf gá) 
C£l¢r¤J rÆahf M‰wyhf 
khwhkš nghF«. 
 clš vil ïH¥ò 
 gyåd« 
 nrh®î 
 Ú©l fhy« fha¤fŸ MwhJ 
 gh®it FiwghL 
f©l¿í« kâ¥ÕL 
 tuyh‰W nrfÆ¥ò 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 clš gÆnrhjid 
 X.F.l.nl. v‹D« nrhjid 200 
v«/Í bláÈ£lU¡F nkš 
ïU¡F« 
 czî c©Q« K‹ 70-130 
v«.I/bl.È ïU¡f nt©L« 
 v¢.ã.V.x‹.á msî 7%-¡FŸ 
ïU¡f nt©Lk. 
 áWÚÆš Rf® msî 
f©l¿a¥gL« 
4. ÚÇÊî 
nehÆ‹ 
kU¤Jt 
Kiwia 
ÉtÇ 
5 
ÃÄl« 
á»¢ir 
 ïu©L tifahd á»¢ir 
mË¡fyh«. mit thŒtÊ 
kUªJ k‰W« ï‹RÈ‹ kUªJ. 
tif-1 
 ÚÇÊî nehahË f©o¥ghf 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
ï‹RÈ‹ vL¡f nt©L«. 
tif-2 
 ÚÇÊî nehahË rÇahd 
C£l¢r¤J bjhl®ªJ 
cl‰gÆ‰á k‰W« clš vil 
Fiw¥ò ïit mid¤J« 
ïu¤j FSnfh° msit 
Fiw¡Fk 
5. ÚÇÊî 
nehÆ‹ 
thœ¡if 
ghÂ 
kh‰w¤ij 
m¿îW¤jš 
15 
ÃÄl« 
C£l¢r¤J á»¢ir 
ÚÇÊî nehahË¡F czî 
kh‰w« Äfî« K¡»a«. czî 
kh‰w« brŒtâ‹ _y« ÚÆG 
nehia jL¡fyh« k‰W« ïu¤j 
FSnfh° msit Fiw¡fyh«. 
neh¡f« 
 ïu¤j FSnfh° Ãiyia 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
 11 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
guhkÇ¡f nt©L«. 
 czÇ‹ _y« 
g¡fÉisîfis jL¡fyh«. 
 fyh¢rhu¤â‰F jFªjh‰nghš 
czit kh‰wyh«. 
czî fyit 
 òuj¢r¤J -15%-20% fnyhÆfŸ 
 bfhG¥ò¢r¤J -25%-35% 
fnyhÆfŸ 
 fh®nghiA£nu£° -50%-60% 
fnyhÆfŸ 
 nrhoa«- 2400 v«.Í/ehŸ 
 eh®r¤J -25%-30% »/ehŸ 
mUªj nt©oa czî 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 1 gH« (10») xU ehis¡F 
 fhŒ (Õ‹°, nfh°, ghf‰fhŒ) 
 ÈiwfŸ 
 ã°f£ 
 bjËthd N¥ 
 vYÄ¢ir rhW 
 ÄsF Ú® 
 ghy ïšyh fhã mšyJ O 
 nkh® 
 j¡fhË #]° 
 bt§fha«, ÄsF, ó©L, 
fUnt¥ãiy, bfh¤jkšÈ, 
ÉÅf®, fLF 
bfhG¥ò rh®ªjit 
 v©bzŒ- 10 »uh« (3 O°ó‹) 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 beŒ- 10 »uh« (2 nj¡fu©o) 
 bt©bzŒ- 12 »uh« (21/2 O 
°ó‹) 
 tz°gâ- 10 »uh« (2 O°ó‹) 
ghš rh®ªjtiu 
 gRÇ‹ ghš -100 Ä.È (1/2 f¥) 
 vUik ghš- 50 Ä.È (1/4 f¥) 
 jÆ®- 100 Ä.È (1/2 f¥) 
 Mil Ú¡f¥g£l ghš- 200 Ä.È 
(1 f¥) 
 Mil Ú¡f¥g£l ghš gîl® -18 
» (5 O°ó‹) 
 KG ghš gîl® -13 »uh« (3 
 14 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
O°ó‹) 
mirt« rh®ªjit 
 tW¤jit jÉ®¡f¥gl 
nt©L« 
 100 »uh« Û‹/ nfhÊ, 20 »uh« 
(òuj«=100» nrhy®) 
 ïuî czî¡F¥ã‹ 
jÉ®¡f¥gl nt©L« 
czÉš jÉ®¡f¥gl 
nt©oait 
 bfhG¥ò czî 
 til, g{Í KjÈait 
 Çy¤F czîfŸ 
 fh®nghiA£nu£ Ãiwªj 
 15 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
czîfŸ 
 »H¤FfŸ 
 kJ 
 nj‹ 
 beŒ, »ß«, bt©bzŒ, Ó° 
 CWfhŒ 
 r®¡fiu, btšy«, ïÅ¥ò 
 K£il kŠrŸ fU, M£oiw¢á, 
át¥ò ïiw¢á 
 âuh£ir, kh«gH«, ïÅ¥ò 
Kyh«gH«, thiH, gyh¥gH« 
 nf¡FfŸ, buh£o, ïÅ¥ò 
ã°bf£ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 rh¡ny£LfŸ, #h« 
 FS¡nfh° 
 
 
   gH§fŸ 
 M¥ãŸ- 1 á¿a 1 ½ eL¤ju 
 bfhŒah- 1 J©L 
 MuŠR- 1 J©L 
 g¥ghË- 1 J©L 
 ig‹ M¥ãŸ- 1/3 J©L 
 ngÇ- 1 J©L 
 °å£ Kyh«gH«- 2-3 J©L 
 khJis- 1/3 J©L 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 ïsÚ® j©Ù®- 150 Ä.È 
 thiH gH«- bgÇaJ ½  mšyJ 
40 »uh« 
 r¥ngh£lh- á¿a J©L 
 Ó¤jh¥gH«- x‹wiu msî 
(bgÆaJ) mšyJ 50 »uh« 
 âuh£ir- 10-12 J©L 
   cl‰gÆ‰á 
cl‰gÆ‰á‹ _y« ÚÆÊî 
nehia jL¡fyh« k‰W« 
f£L¥gL¤jyh«. ÚÇÊî nehahË 
cl‰gÆ‰á brŒtj‹ _y«, 
g¡fÉisîfis jL¡fyh«. 
e‹ikfŸ 
 »is brÄ¡if 
f£L¥gL¤jyh« 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 ïu¤j mG¤j« Fiwí« 
 th°Fy® Çid¤âw‹ 
mâfÇ¡F« 
 vY«ò njŒkhd« Fiwí« 
 ïUja Mg¤J Fiwí« 
 csÇaš ešthœit 
nk«gL¤Jjš 
 
   á¡fšfŸ jÉ®¤jš 
 ïu¤j¢ r®¡fiu Fiwí« 
m¿F¿fŸ cl‰gÆ‰á nghJ 
V‰g£lhš, cl‰gÆ‰á ÃW¤j 
nt©L«. 
 cl‰gÆ‰á¡F K‹ k‰W« ã‹ 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
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tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
ïu¤j FS¡nfh° myit 
f©l¿a nt©L«. 
 brašgh£o‹ nghJ Ú® k‰W« 
á‰W©o mUªj nt©L«. 
 kU¤Jt milahs nl¡ mÂa 
nt©L«. 
gÆ‰á fhy« 
 cl‰gÆ‰á v¥bghGJ« 
rh¥ã£l ãwF 1-3 kÂ neu« 
fÊ¤J brŒa nt©L«. 
 cw¤F« K‹ cl‰gÆ‰á 
brŒjš jÇ®¡f nt©L«. 
 
   eilgÆ‰á bjhl§f o¥° 
 fhyÅia mÂa nt©L«, 
f‰ã¤jš f‰W¡ 
bfhŸSjš 
fÂ¥bgh¿ 
 20 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
ca® fhyÂ jÉ®¡f nt©L«. 
 cyu¡Toa, trâahd 
Milfis mÂa nt©L«. 
 eilgÆ‰áia ïašghf, 
bkJthf Mu«ã¡f nt©L«. 
ïu¤j FSnfh° Ra 
f©fhÂ¥ò 
ÚÆÊî nehahË, cl‰gÆ‰á, 
C£l¢r¤J á»¢ir, kU¤Jt 
á»¢irÆš ïU¡F«, ïu¤j 
FS¡nfhi[ f©fhÂ¡f 
nt©L«. ÚÆÊî nehahËfŸ 
ïu¤j FS¡nfh° Ra 
f©fhÂ¥ò Kiwia f©l¿a 
nt©L«. 
e‹ikfŸ 
 ïu¤j FSnfh° msit 
 21 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
cldoahf bjÆªJbfhŸs 
cjî»wJ. 
 âdrÇ FSnfh° khWgh£il 
m¿ayh«. 
   jilfŸ 
 gh®it ãu¢rid 
 m¿th‰wš âw‹ ghâ¥ò 
 bryî 
 ga« 
 F‰w cz®î mâfÆ¤JŸs 
fhuz¤âdhš 
gÆ‰á 
 btJ btJ¥ghd ÚÆš 
iffis¡ fGî¤fŸ ÇušfŸ 
jf®¤JÇL« K‹ cyu 
nt©L«. 
   
 22 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 ÇuÈ‹ ika¤ijÇl, Xu¤âš 
JisÆlî« ika¤âš eu«òfŸ 
Fiwthf ïU¡F«. 
 nghJkhd msÇ‰F bgÆa 
JisÆ£lhšjh‹, ïu¤j¤JË 
»il¡F«. 
 ïu¤j nrhjid fUÉia 
ã‹g‰wî« 
 gâî Koîfis m¿aî« 
6 ÚÇÊî 
nehÆ‹ 
g¡f 
ÇisîfŸ 
v‹d 
15 
ÃÄl« 
g¡fÇisîfŸ 
FW»a fhy á¡fšfŸ 
ÚÆÊî nehahË¡F _‹W 
tifahd mtru g¡fÇisîfŸ 
V‰gL«. 
ÚÇÊî Ñ£nlh mánlhá° 
ïit Äfî« mtrukhd 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 23 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
g¡fÇisî«, ït‰¿‹ _y« 
ÚÇÊî nehahË, ÚÇÊî mÄy« 
FiwghL k‰W« RaÃidit 
ïH¤jš V‰gL«. 
iAg®»isÓÄah 
ïit mghakhd 
g¡fÇisîfŸ ï‹RÈ‹ msî 
Äfî« mâfÇ¡F«. 
fhuz§fŸ 
 mâfsÇš czî 
c£bfhsSjš 
 ÚÇÊ§fhd kUªij 
c£bfhŸshkš jÇ®¤jš 
 braÈH¥ò 
 clš kd mG¤j« 
 ï‹RÈ‹ c¿ŠRjš FiwghL 
   m¿F¿fŸ f‰ã¤jš f‰W¡ fÂ¥bgh¿ 
 24 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 ca® ïu¤j mG¤j FSnfh° 
msî 
 mâf áWÚ® fÊ¤jš 
 gyåd«, nrh®î 
 k§fyhd gh®it, jiytÈ 
 Fk£lš k‰W« thªâ 
 motÆ‰W jir ão¥ò 
á»¢ir 
 kU¤Jt Mnyhrid bgw 
nt©L«. 
 f£lisÆ£lgo kUªJfŸ 
bjhl®¢áahf mUªj nt©L«. 
 ïu¤j r®¡fiu msit 
mo¡fo nrhjid brŒa 
nt©L«. 
 kÂ¡bfhUKiw j©Ù® 
mUªj nt©L«. 
iA¥ngh»isÓÄah 
bfhL¤jš 
 25 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
ïu¤j FSnfh° msî 
Fiwjš 50 v«.Í/ blá 
È£lU¡F Èœ ïu¤j FS¡nfh° 
msî Fiwí«. 
   fhuz§fŸ 
 czî mUªjhkš kJ 
mUªJjš 
 Äf á¿a czî c£bfhŸSjš 
 ÚÆÊî kUªJfŸ mšyhJ 
czî neu¤âš mUªJjš 
 kUªJ kh‰w« ïšyhkš vil 
ïH¤jš. 
m¿F¿fŸ 
 ïu¤j FSnfh° msî 50 
v«.Í/ blá È£lU¡F« Èœ 
ïU¡F«. 
 FË®, ÇušfŸ, fhš, thÆš 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 26 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
cz®Ç‹ik 
 ïjaJo¥ò mâfÆ¤jš, 
jiytÈ 
 cz®¢á kh‰w¤fŸ, gj£l« 
 mâf¥goahf Éa®it, 
eL¡f¤fŸ, jiyR‰wš 
 Ãiya‰w eil, bjËt‰w 
ng¢R, gá, gh®it kh‰w«, 
tÈ¥ò 
   á»¢ir 
 cldoahf vËikahd fh®ngh 
iA£nu£il c£bfhŸs 
nt©L«. 
 á¿jsî r®¡fiuia mUªjî« 
 kU¤JtÇl« Mnyhrid 
bgUjš 
 Ú«l fhy g¡fÉisî 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 27 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
nk¡nuh th°Fyh® ÉisîfŸ 
nk¡nuh th°Fyh® 
g¡fÇisîfŸ v‹gJ clÈš 
bgÇa eu«òfis ghâ¡Fk. 
ït‰¿š ghâ¡f¥gL« cW¥òfŸ 
v‹dbt‹whš, _is, ïUja« 
k‰W« th°Fyh® nehŒ 
fhuz§fŸ 
 clš gUk‹, òif ão¤jš, 
ca® ïu¤j mG¤j«. 
 bfhG¥ò mâfÆ¤jš 
 
   E© ïu¤j X£l« á¡fšfŸ 
Ôuhj cÆ® ïu¤j 
FS¡nfh° ÃiyÆdhš 
eu«òfŸ, ïu¤j E©FHhŒfŸ 
jo¤jyhf njh‹W»wJ. ïit 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 28 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
f©, áWÚuf«, eu«òfis 
ghâ¡F«. 
ÉÊ¤âiu g¡fÉisîfŸ 
f©ÂÈUªJ áW eu«òfŸ 
ghâ¥gilí«. ït‰whš f© 
gh®it Fiwí«. Úzl fhykhf 
ÚÆÊî nehŒ cŸst®fS¡F 
ï›tif ãu¢rid njh‹W«. 
áWÚuf« (be¥nuhgâ) 
áWÚuf¤âš FnyhkUiy 
v‹D« ïu¤j FHhŒfŸ nrj« 
miltjhš be¥nuhgâ (áWÚuf 
á¡fš V‰gL«) 
eu«ò¡ nfhshW 
ÚÇÊî nehahË¡F eu«ò 
njŒkhd« miltjdhš eu«ò 
 29 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
nrj« milí«. 
   fhš g¡f ÉisîfŸ 
ghj« ghâ¥ò v‹gJ ÚÆÊî 
nehahËfS¡F vËâš 
njh‹w¡Toait. fhš 
ghâ¥gilªjt®fis 
kU¤JtkidÆš Äfî« 
mâfsÇš fhzyh«. 
ï¥ãu¢ridÆdhš å¡fK« 
neÇL«. 
fhuz§fŸ 
 njhš bto¥ò 
 _£L njŒkhd« 
 clš gUk‹ 
 ïu¤j« ciwjš FiwghL 
ãu¢rid 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 30 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 gyådkhd nehŒ vâ®¥ò 
brašghLfŸ 
 10 tUl¤â‰F nkš ÚÆÊî 
nehŒ FiwghL ïU¤jš. 
 eu«ò ãu¢rid 
7. ghj§fis 
ghJfh¡F« 
Kiwfis 
ÉtÇ 
10 
ÃÄl« 
ghj¤fŸ ghJfh¡F« Kiw 
 ghj¤is âdrÆ nrh¥ò k‰W« 
Nlhd j©ÜÆš fGt 
nt©L«. 
 ghj¤fis âdrÆ MŒî brŒa 
nt©L«. K¡»akhf fhš 
ÇušfŸ ïilÆš fha«, 
bt£L, bfh¥òs¤fŸ, å¡f« 
ïU¡»wjh v‹W MŒî brŒa 
nt©L«. 
 nt®¡F« fhÈš nyrhd gîl® 
ga‹gL¤jî«. 
 fha« V‰g£lhš 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 31 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
btJbtJ¥ghd j©ÙÇš 
ghj¤fis fGÇaã‹, 
f£l¥nghlî«. 
 gU¤â Milahš f£Lnghlî«. 
 ca® Fâ¡fhš brU¥ò 
mÂjiy jÉ®¡fî« 
 òG¡f« V‰glhkš ïU¡F« 
Milia mÂaî«. 
 Nlhd j©Ù® gh£oiy 
ghj¤âš it¥gij jÇ®¡fî«. 
 âdrÆ ghj¤â‰F á¿jsî 
gÆ‰á mË¡f nt©L«. 
 mâfsÇš c£fhWjš k‰W« 
Ã‹W ïU¤jiy jÇ®¡fî«. 
   ik¡nuh bršYyh® u¥g® fhyÅ 
ik¡nuh bršYyh® u¥g® 
fhyÂ 15 ïuhraz¤fshš 
cUth¡f¥g£lit. mâfsÇš 
f‰ã¤jš f‰W¡ 
bfhL¤jš 
fÂ¥bgh¿ 
 32 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
fh‰W Ãu¥g¥g£L cŸsd. ïit 
ghj¤â‰F ghJfh¥ò mË¡F«. 
bghJthf xU n#ho 
brU¥òfŸ 18 Kjš 24 khj¤fŸ 
Úo¡Fk. ït‰¿š ã‹tU« 
Fz¤fŸ cŸsd. 
 fhyÂÆš âl« mâfsÇš 
cŸsd. 
 fhš vil jh¤F« 
 ifÆš ij¤jš, k‰W« 
bt£Ljš ïšiy. vÅš ïit 
vËš mWglhJ. 
ÃidÉš it¡f nt©oa 
K¡»a òŸËfŸ 
 M©o‰F xUKiw kU¤Jtiu 
gÆnrhjid brŒa nt©L«. 
 M©o‰F xUKiw f© k‰W« 
 33 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
gš gÆnrhjid brŒa 
nt©L«. 
 ÉUªJ«, ÉujK« jÉ®¡f 
nt©L«. 
 tH¡fkhd cl‰gÆ‰á vil 
Fiw¥ò 
 òif k‰W« kJ jÇ®¡f 
nt©L«. 
 tH¡fkhd kUªJ c£bfhŸs 
nt©L«. 
 kU¤Jt milahs m£ilia 
vL¤J¢ bršyî«. 
 ghj« ghJfh¡f nt©L«. 
 kUªJfŸ ïu¤j r®¡fiu 
Fiw¡f k‰W« g¡fÇisit 
jL¡f cgnah»¡f¥gL»wJ 
v‹gJ nehahË m¿a 
nt©L«. 
 34 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 nehahËfŸ TLjš 
kh¤âiufŸ vL¡fTlhJ. 
 nehahËfŸ kUªJfis 
jtwhkš c£bfhŸs nt©L«. 
 âdrÆ ghj« k‰W« clš 
guhkÇ¡f nt©L«. 
 fha« 24 kÂ neu¤â‰FŸ 
FzkilaÇšiy v‹whš 
kU¤Jtiu mQfî«. 
 gaz¤fŸ K‹T£ona 
â£lÄlš nt©L«. 
 Çkhd«, uÆš, g° _y« 
gaz« brŒí«nghJ ÚÆÊî 
nehahË¡F njitahdJ 
vL¤J¡bfhŸs nt©L«. 
 nrh®î milí«nghJ ïu¤j 
FSnfh° msit 
f©fhÂ¡f nt©L«. 
 35 
tÇir 
v© 
F¿¥ghd 
neh¡f§fŸ 
neu« bghUsl¡f« 
MáÇaÇ‹ 
brašfŸ 
f‰W¡ 
bfhŸgtÇ‹ 
brašfŸ 
xÈ, xË 
rh®ªj 
Clf§fŸ 
 á‰W©o bghU£fis 
it¤âU¡f nt©L«. 
 
 
INFORMED CONSENT 
Investigator   : K.Chitra 
Name of Participant  : 
Age/sex   : 
Date    : 
Name of the institution  : Diabetes OPD,RGGGH,Chennai. 
Title:  “Assess the effectiveness of structured teaching programme on knowledge 
and attitude regarding life style modification among clients with type-2 diabetes 
mellitus attending Diabetology OPD at RGGGH,Chennai”. 
Documentation of the informed consent: ( legal representative  can sign if the participant is 
minor or competent ). 
 I______________ have read/it has been for me , the information in this form. I was 
free to ask questions and they have been answered. 
 I have read and understood this consent form and the information provided to me. 
 I have had the consent document explained in detail to me 
 I have been explained about the nature of my study. 
 My rights and responsibilities have been explained to me by the investigator. 
 I agree to cooperate with the investigator 
 I have not participated in any research study at any time. 
 I am aware of the fact that I can opt out of the study at any time without having to 
give any reason 
 I hereby give permission to the investigators to release the information obtained from 
me as a result of participation in this study to the regulatory authorities, government 
agencies and Institutional ethics committee. I understand that they are publicly 
presented. 
 My identity will be kept confidential if my data are publicly presented. 
 I am aware that I have any question during this study ; I should contact the concerned 
investigator . 
Signature of Investigator       Signature of Participants 
Date          Date  
INFORMATION TO PARTICIPANTS 
Title     :  “Assess the effectiveness of structured teaching 
programme on knowledge and attitude regarding life style modification among clients 
with type-2 diabetes mellitus attending diabetology OPD at RGGGH,Chennai”. 
Name of the participant : 
Date    : 
Age/sex   : 
Investigator   :  K.Chitra 
Name of the Institution : Rajiv Gandhi Govt General Hospital,Chennai 
Enrolment No  : 
You are invited to take part in this study. The information in this document is meant 
to help you decide whether or not to take part. Please feel free to ask if you have any queries 
or concerns. 
You are being asked to cooperative in this study being conducted in selected Diabetic 
OPD,RGGGH,Chennai. 
What is the purpose of the research (explain briefly) 
This research is conducted to evaluate the lifestyle modification of type 2 Diabetic 
clients attending diabetic OPD,RGGGH, Chennai. We have obtained permission from the 
Institutional Ethics Committee. 
Study procedures 
 Study will be conducted after approval of ethics committee 
 A written formal permission will be obtained from authorities of Rajiv Gandhi Govt 
General Hospital, Chennai to conduct study  
 The purpose of study will be explained to the participants. 
 The investigation will obtain informed consent 
 The investigator will assess the life style modification of type 2 Diabetic clients 
attending diabetic OPD,RGGGH,Chennai  each participant before the procedure using 
a standarizd scale. 
 The investigator will undergo training for in training center. 
 It will be taught by the investigator daily. 
 The procedure of will be explained to them with the help of lecture and video assisted. 
 Following that the level of change in life style modification will be assessed after 30 
days. 
Possible benefits to other people  
The result of the research may provide benefits to the type 2 diabetic clients and also 
empathetic care to them by investigator.  
Confidentiality of the information obtained from you  
You have the right to confidentially regarding the privacy of your personal details. 
The information from this study, if published in scientific journals or presented at scientific 
meetings, will not reveal your identity. 
How will your decision not to participate in the study affect you? 
Your  decisions not to participate in this research study will not affect your activity of 
daily living , medical care of your relationship with investigator or the institution. 
Can you decide to stop participating in this study once you start? 
The participation in this research is purely voluntary and you have the right to 
withdraw from this study at anytime during course of the study without giving any reasons. 
Your privacy in the research will be maintained throughout study. In the event of any 
publications or presentations resulting from the research, no personally identifiable 
information will be shared. 
Signature of investigator     Signature of Participants  
Date         Date  
 
²ò å․¹î™ ð®õ‥ 
 
Ýó£…„C î¬ô․¹ : º¬øò£ù ïô è™M Íô‥ õ¬è -2 cKN¾  
«ï£òOèÀ‚A¬ì«ò õ£›‚¬è º¬øJ™ ñ£ŸÁõîù£™ ãŸð´‥ M¬÷¾èœ 
ðŸPò Ý…¾. 
 
Ý…õ£÷˜ ªðò˜   :  è.C•ó£ 
ðƒ«èŸð£÷˜ ªðò˜  :  
«îF    : 
õò¶ / ð£™   : 
 
Ý…õ£÷˜ «ñŸªè£œÀ‥ Ýó£…„CJ™ ðƒ«èŸè ò£¼¬ìò è†ì£òºI¡P 
º¿ñù¶ìÂ‥ ²òG¬ù¾ìÂ‥ ê‥ñF‚A«ø¡. 
 
Ý…õ£÷˜ «ñŸªè£œ÷ «ð£°‥ ðK«ê£î¬ùè¬÷ Iè ªîOõ£è 
M÷‚A‚ÃPù£˜. 
 
âù‚° M¼․ðI™ô£î ð†ê•F™ Ýó£…„CJL‣¶ â‣«ïóº‥ Môèô£‥ 
â¡ð¬î»‥ Ý…õ£÷˜ Íô‥ ÜP‣¶ ªè£‡«ì¡. 
 
Þ‣î Ýó£…„C å․¹î™ è®î•F™ àœ÷ Mõóƒè¬÷ ï¡° ¹K‣¶ 
ªè£‡«ì¡.  âù¶ àK¬ñèœ ñŸÁ‥ èì¬ñèœ Ýó£…„Cò£÷˜ Íô‥ 
M÷‚èð†ì¶. 
 
ï£¡ Ýó£…„Cò£¼ì¡ å•¶¬ö‚è ê‥ñF‚A«ø¡.  âù‚° ã«îÂ‥ 
àì™ïô°¬ø¾ ãŸðð†ì£™ Ýó£…„Cò£÷Kì‥ ªîKM․«ð¡. 
 
ï£¡ «õÁ â‣î Ýó£…„C½‥ îŸêñò‥ Þì‥ªðøM™¬ô. â¡ð¬î 
ªîKM•¶ªè£œA«ø¡. 
 
Þ‣î Ýó£…„CJ¡ îèõ™è¬÷ ªõOJì ê‥ñF‚A«ø¡. Ü․ð® 
ªõOJ´‥«ð£¶ â¡ Ü¬ìò£÷‥ ªõOõó£¶ â¡ð¬î ÜP«õ¡. 
 
âù‚° Þ‣î å․¹î™ è®î•F¡ ïè™ ªè£´‚èð†ì¶. 
 
Ý…õ£÷˜ ¬èªò£․ð‥     ðƒ«èŸð£÷˜ ¬èªò£․ð‥ 
 
«îF        «îF 
Ýó£…„C îèõ™ î£œ 
 
Ýó£…„C î¬ô․¹ : º¬øò£ù ïô è™M Íô‥ õ¬è -2 cKN¾ 
«ï£òO‚èÀ‚A¬ì«ò õ£›‚¬è º¬øJ™ ñ£ŸÁõîù£™ ãŸð´‥ M¬÷¾èœ 
 
ðŸPò Ý…¾  
Ý…õ£÷˜ ªðò˜  :  è.C•ó£ 
ðƒ«èŸð£˜ ªðò˜  : 
«îF    : 
õò¶ / ð£™  : 
 
Ý…õ£÷˜ «ñŸªè£œÀ‥ Ýó£…„CJ™ ðƒ«èŸè ò£¼¬ìò è†ì£òºI¡P 
º¿ñù¶ìÂ‥ ê‥ñF‚èô‥.  ÞF™ ðƒ«èŸðî¡ «ï£‚è‥. 
 
Þ‣î Ýó£…„CJ™ îèõ™è¬÷ ªîK‣¶ ªè£œõîŸè£è¾‥. Üî¬ù 
ðò¡ð´•¶õîŸèè£è ñ†´‥ î£¡. 
 
Þ‣î Ýó£…„CJ¡ «ï£‚è‥, ªêMLò˜èÀ‚A¬ì«ò ðEJ™ G¬ø¾, ñŸÁ‥ 
âK„êÖ†´‥ î¡¬ñ °P•î Ý…¾. 
 
Ýó£…„C «ñŸ‚ªè£œÀ‥ º¬ø 
 
Þ‣î Ýó£…„CJ™ º¬øò£ù ïô è™M Íô‥ õ¬è -2 cKN¾ 
«ï£ò£OèÀ‚A¬ì«ò õ£›‚¬è º¬øJ™ ñ£ŸÁõîù£™ ãŸð´‥ M¬÷Mèœ Ý…¾. 
 
Þîù£™ Ý…õ£÷¼‚è£ù ðò¡. 
 
Þ‣î Ý…MŸ‚°H¡ º¬øò£ù ïô è™M Íô‥ õ¬è -2 cKN¾ 
«ï£ò£OèÀ‚A¬ì«ò õ£›‚¬è º¬øJ™ ñ£ŸÁõîù£™ ãŸð´‥ M¬÷¾èœ ñŸÁ‥ 
õ£›‚¬è º¬øJ™ ñ£Ÿø‥ ðŸP èŸÁî‣îî¡ î£‚è•F¬ù ÜPòô‥. 
 
Þîù£™ ðƒ«èŸð£÷¼‚è£ù ðò¡. 
 
Þ‣î Ý…¾ õ¬è -2 cKN¾ «ï£òOèÀ‚A¬ì«ò õ£›‚¬è º¬øJ™ èŸÁî‣î 
H¡ ðò¡ð´FõFù£™ ãŸð´‥ M¬÷¾èœ ñŸÁ‥ õ£›‚¬è º¬øJ™ ñ£Ÿø‥ ðŸP 
èŸÁî‣îî¡ î£‚è•F¬ù ÜPòô£‥. 
 
Ýó£„CJ™ ðƒ«èŸèM™¬ô â¡ø£½‥, àƒèO¡ êó£êK õ£›‚¬è º¬øJ™ â‣î 
Mî ñ£Ÿøº‥ ãŸðì£¶ â¡ð¬î ªîKM‚A«ø¡. 
 
Þ‣î Ýó£…„CJ™ ðƒ«èŸè M¼․ð‥ Þ™¬ô â¡ø£™ àƒèO¡ º¿ñù¶ì¡ 
cƒèœ Þ‣î Ýó£…„CJ™ Þ¼‣¶ MôA ªè£œ÷ô£‥ â¡ð¬î ªîKM‚A«ø¡. 
 
Þ‣î Ýó£…„CJ™ àƒèO¡ îèõ™è¬÷ ð£¶è£․ð£è ¬õ•¶ªè£œA«ø¡ â¡ð¬î 
ªîKM‚A«ø¡. 
 
Þ‣î Ýó£…„CJ¡ îèõ™è¬÷ ªõOJ´‥ «ð£¶, àƒè¬÷ ðŸPò Ü¬ìò£÷ƒèœ 
ªõOõó£¶ â¡ð¬î àÁF ÃÁA«ø¡. 
 
Ý…õ£÷˜ ¬èªò£․ð‥     ðƒ«èŸð£÷˜ ¬èªò£․ð‥ 
 
«îF        «îF 
 
 
S.No Sex Age Marital Education (Std) Employment Nature of Work Income Family
1 Female 51 Married 7 Unemployed Moderate 8000 Joint
2 Female 42 Married 5 Unemployed Moderate 8000 Nuclear
3 Male 45 Married 12 Unemployed Sedentary 10000 Nuclear
4 Male 62 Married 5 Unemployed Sedentary 5000 Extend
5 Male 50 Married 6 Pensioner Sedentary 10000 Joint
6 Male 45 Married 10 Pensioner Sedentary 10000 Nuclear
7 Female 40 Married 12 Employed Unemployed/ Home Maker 10000 Joint
8 Female 55 Married College Employed Unemployed/ Home Maker 10000 Joint
9 Female 65 Married 5 Own Business Unemployed/ Home Maker 8000 Nuclear
10 Female 39 Married College Unemployed Unemployed/ Home Maker 8000 Extend
11 Female 49 Married 5 Unemployed Unemployed/ Home Maker 10000 Extend
12 Male 52 Married 12 Employed Unemployed/ Home Maker 8000 Nuclear
13 Female 39 Married College Unemployed Sedentary 10000 Extend
14 Male 52 Married 12 Employed Sedentary 10000 Extend
15 Male 31 Married College Own Business Sedentary 10000 Joint
16 Female 36 Married College Own Business Unemployed/ Home Maker 10000 Nuclear
17 Male 45 Married College Unemployed Heavy 10000 Nuclear
18 Male 49 Married College Unemployed Heavy 10000 Extend
19 Male 69 e College Unemployed Moderate 10000 Extend
20 Female 36 Married 12 Unemployed Heavy 8000 Nuclear
21 Male 45 Married 10 Unemployed Heavy 8000 Nuclear
22 Male 57 Married 8 Own Business Heavy 10000 Joint
23 Male 46 Married College Own Business Heavy 8000 Joint
24 Female 67 Married 10 Unemployed Unemployed/ Home Maker 8000 Extend
25 Female 38 Married 10 Unemployed Unemployed/ Home Maker 8000 Nuclear
26 Male 56 Married 10 Unemployed Unemployed/ Home Maker 10000 Joint
27 Female 56 Married 10 Unemployed Unemployed/ Home Maker 8000 Joint
28 Female 47 Married 8 Unemployed Unemployed/ Home Maker 8000 Joint
29 Female 48 Married 12 Unemployed Unemployed/ Home Maker 10000 Nuclear
30 Female 65 Separated 5 Unemployed Unemployed/ Home Maker 8000 Extend
31 Female 55 Married 5 Unemployed Moderate 8000 Extend
32 Female 48 Married 10 Unemployed Moderate 8000 Nuclear
33 Female 48 Married 10 Unemployed Sedentary 8000 Joint
34 Female 55 Married 8 Unemployed Sedentary 8000 Joint
35 Female 55 Married 12 Unemployed Sedentary 10000 Joint
Demographic Variables
S.No Sex Age Marital Education (Std) Employment Nature of Work Income Family
36 Male 39 Married College Pensioner Sedentary 10000 Joint
37 Male 50 Married 10 Pensioner Unemployed/ Home Maker 8000 Joint
38 Female 40 Married College Employed Unemployed/ Home Maker 8000 Nuclear
39 Male 40 Married 10 Employed Unemployed/ Home Maker 8000 Nuclear
40 Female 60 Married No Own Business Unemployed/ Home Maker 8000 Nuclear
41 Female 57 Married 8 Own Business Heavy 8000 Extend
42 Male 52 Married 10 Employed Moderate 8000 Joint
43 Female 43 Married 10 Unemployed Moderate 10000 Joint
44 Female 32 Married College Own Business Unemployed/ Home Maker 10000 Nuclear
45 Female 37 Married College Own Business Sedentary 10000 Nuclear
46 Male 31 Married College Unemployed Sedentary 10000 Nuclear
47 Female 49 Married 12 Unemployed Moderate 10000 Nuclear
48 Male 35 Married College Unemployed Moderate 10000 Nuclear
49 Male 60 Married 10 Own Business Sedentary 8000 Joint
50 Female 47 Married 12 Own Business Sedentary 8000 Extend
51 Female 43 Married 10 Unemployed Moderate 8000 Nuclear
52 Female 55 Married 5 Unemployed Heavy 8000 Nuclear
53 Male 55 Married 8 Unemployed Heavy 5000 Extend
54 Male 40 Married 10 Employed Moderate 8000 Nuclear
55 Male 75 Separated No Unemployed Heavy 8000 Extend
56 Male 26 Separated College Unemployed Moderate 8000 Nuclear
57 Female 42 Married 12 Unemployed Unemployed/ Home Maker 5000 Nuclear
58 Male 48 Married 10 Unemployed Heavy 6000 Joint
59 Male 58 Divorced 10 Unemployed Moderate 8000 Joint
60 Female 50 Married 5 Unemployed Sedentary 8000 Joint
1 2 3 4 5 6 7 1 2 3 4 5 6 7 8 9
1 a b a a a b b b b b b b b b c a
2 b a a b b a b b b b b b b a c b
3 a a b b a a b b a a a a a b a c
4 a a a a b b b a b a a c c a a a
5 a a a b b b b b b b b b b c c b
6 b b b b b b b b b b b b b c a b
7 a a a a b b b a a a a a a b a a
8 b a a b b b b b b b b b b a a a
9 b b b b b b b b b b b b b b a a
10 a a a a a a a a a a a a a a a a
11 a b a b a a b a a a a a b b c c
12 b a b b a a b a a a a a b c c c
13 b a b b a a b b b b b b b a b c
14 b a a b b a b b b b b b b c c a
15 a a b b a a a a a a a a a b b c
16 b b b a a a a b b b b b b a b c
17 a b b b b a b a b b b b b c c b
18 a a a b b a a a a a a a a b b b
19 b b b b b b b b b b b b b a a b
20 b a a b a a b b b b b b b c c b
21 a a a b b a a a a a a a a a a a
22 a b b a a b b a a a a a a a a a
23 a b b b b b b a a a a a a a a a
24 b b b a b a b b b b b b b a a a
25 b b b b a a b b b b b b b a a a
26 b b b b b a a b b b b b b a a a
27 b a a b b b a b b b b b b a b c
28 b a a b b a a b b b b b b a a a
29 b b b a b b b b b b b b b a a a
30 b a a b b b b b b b b b b b a c
WeightSmokingClinical Variables
S.No
Alcohol
1 2 3 4 5 6 7 1 2 3 4 5 6 7 8 9
WeightSmokingClinical Variables
S.No
Alcohol
31 a b a a b b b b b b b b b b c a
32 b a a b b a b b b b b b b a c b
33 a a b b a b b b a a a a a b a a
34 a a a a a b b b b b b b b c c b
35 a a a a b b b a a a a a a b c a
36 b b b b b b b b b b b b b c a b
37 a a a a a b b b b b b b b c c b
38 b a a b b a a b b b b b b a a a
39 b b b b b b b b b b b b b b a a
40 a b a a a a a a a a a a a a a a
41 a a a b a a a b a a a a a b b a
42 b a b b a a b a a a a a a a a a
43 b a b b a a b a a a a a b c c a
44 b a a b b a b b b b b b c a c a
45 a a b b a a a b b b b b b c c b
46 b b b a b a b a b b b b b c c b
47 a b b b a b b a b b b b b a b c
48 a a a b b a a a a a a a a b b b
49 b b b b b b b b b b b b b a d b
50 b a a b a a b b b b b b b a a b
51 a a a b b b b a a a a a a a a a
52 a b b a a b a a a a a a a b b b
53 a b b b b b b a a a a a a a a a
54 b b b a b b b a a a a a a a a a
55 b b b b a b b b b b b b b a a a
56 b b b b b b b b a b b b b b a a
57 b b a b b a a b b b b b b a a a
58 b a a b b a a b b b b b b a a a
59 b b
60 b a b b b b b b b b b b a b a c
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20 21 22 23 24 25 Total %
1 1 0 1 1 0 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 0 1 1 0 1 13 52
2 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 0 0 1 0 10 40
3 1 0 1 0 0 1 0 0 0 1 0 0 0 1 0 0 0 1 0 1 0 0 1 0 1 9 36
4 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 0 0 1 0 10 40
5 1 0 1 0 0 1 0 0 1 0 0 1 0 1 0 0 0 1 0 0 0 1 0 0 1 9 36
6 0 1 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 10 40
7 1 0 1 0 0 1 0 0 1 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 1 11 44
8 1 1 0 0 1 0 1 0 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 1 12 48
9 1 0 1 0 0 1 0 0 1 0 1 0 0 1 0 0 1 0 0 0 1 0 1 0 0 9 36
10 1 1 0 1 0 0 1 1 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 1 13 52
11 0 1 1 1 1 1 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 15 60
12 1 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 0 1 13 52
13 0 1 0 0 1 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 11 44
14 1 0 1 1 0 1 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 1 1 13 52
15 1 1 0 1 0 0 1 0 1 0 1 1 0 1 0 1 0 1 1 0 1 1 0 1 1 15 60
16 1 0 1 0 1 1 0 1 0 1 0 0 1 1 0 0 1 1 0 1 0 0 1 1 0 13 52
17 0 1 0 1 1 0 1 0 1 0 1 0 0 0 1 0 1 0 1 0 1 1 0 1 0 12 48
18 1 0 1 1 0 1 0 0 1 0 0 1 0 1 1 0 0 1 0 0 1 0 1 1 12 48
19 0 1 0 1 0 0 1 1 0 0 1 0 1 0 0 1 0 0 1 1 1 0 1 0 0 11 44
20 1 0 1 0 0 1 0 0 0 1 0 0 0 1 0 0 0 1 0 0 1 0 0 1 1 9 36
21 0 1 0 0 1 0 0 1 0 0 1 0 0 0 1 0 0 0 1 0 0 1 0 1 0 8 32
22 1 0 1 0 0 1 0 0 0 1 0 0 0 0 0 1 0 0 0 1 0 0 1 0 0 7 28
23 1 0 1 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 10 40
24 0 1 1 0 0 1 0 1 0 0 1 0 1 0 0 1 1 0 0 1 0 1 0 1 0 11 44
25 1 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 1 10 40
26 0 1 0 0 1 0 0 1 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 0 9 36
27 1 0 0 1 0 0 1 0 0 0 0 0 0 1 0 0 0 1 0 0 1 0 1 0 1 8 32
28 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 0 1 0 1 0 1 0 9 36
29 1 0 0 1 0 0 1 0 0 0 1 0 0 1 0 1 0 0 1 1 0 0 1 0 1 10 40
30 0 1 0 1 0 1 0 0 1 0 0 1 0 0 1 0 1 0 0 1 0 1 0 1 1 11 44
31 1 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 12 48
32 1 1 0 1 1 0 1 1 0 1 1 0 1 1 0 1 1 0 1 1 0 1 0 1 1 17 68
33 1 1 0 1 0 1 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 13 52
34 1 1 1 0 1 0 1 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 0 1 1 14 56
35 0 1 0 1 0 1 0 0 0 0 1 0 0 1 0 1 0 1 0 1 0 0 1 0 10 40
SECTION-C: PRE TEST
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20 21 22 23 24 25 Total %
36 1 0 1 0 1 0 0 1 0 0 1 0 1 0 0 1 0 1 0 1 0 1 0 0 1 11 44
37 1 1 0 1 0 1 0 0 1 0 0 1 0 1 0 0 1 0 1 0 1 0 0 1 1 12 48
38 0 1 1 0 1 0 1 0 0 1 0 0 1 0 1 1 0 0 0 1 0 1 1 1 1 13 52
39 1 0 1 0 0 1 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 0 1 10 40
40 1 1 0 1 1 0 1 1 1 0 1 1 1 0 1 0 1 0 1 0 1 0 1 1 1 17 68
41 0 1 1 0 0 1 1 0 0 1 0 0 0 1 0 1 0 1 0 0 1 1 0 0 0 10 40
42 1 0 0 1 0 0 0 1 0 0 1 0 0 0 1 0 1 0 1 0 0 1 0 0 1 9 36
43 1 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1 0 0 0 0 1 0 0 0 0 4 16
44 0 0 0 1 0 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 0 0 0 3 12
45 1 0 0 0 1 0 0 1 0 0 0 1 0 0 0 1 0 0 0 0 1 0 0 0 1 7 28
46 1 1 0 0 1 0 0 0 1 0 0 0 1 0 0 0 1 0 0 1 0 0 1 0 1 9 36
47 1 0 1 0 0 1 0 0 1 0 1 0 0 1 0 1 0 0 1 0 0 1 0 0 1 10 40
48 0 1 0 1 1 0 0 1 0 0 0 1 0 0 1 0 1 1 0 0 1 0 1 1 0 11 44
49 0 0 1 0 0 0 1 0 0 0 0 0 1 0 0 0 0 1 0 1 0 0 0 0 1 6 24
50 1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 0 0 0 0 3 12
51 1 0 1 0 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1 0 1 1 1 10 40
52 1 1 0 0 1 0 0 1 0 0 1 0 1 1 0 1 0 0 1 0 1 0 0 1 0 11 44
53 0 1 0 1 0 0 1 0 0 1 1 0 0 0 1 1 0 0 0 1 1 0 0 1 1 11 44
54 1 1 1 0 1 1 0 1 1 0 0 1 1 1 0 0 1 0 1 0 0 1 1 0 1 15 60
55 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 0 1 0 0 1 1 10 40
56 0 1 1 0 1 1 0 1 0 0 1 0 0 1 0 1 0 1 1 0 0 1 1 0 1 13 52
57 1 0 0 1 0 0 1 0 1 0 0 1 0 0 1 0 1 0 1 1 0 0 1 0 0 10 40
58 1 0 1 0 1 0 0 1 0 0 1 0 0 1 0 0 0 1 0 0 1 0 0 1 0 9 36
59 0 1 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 1 10 40
60 1 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 1 0 1 1 0 11 44
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20 21 22 23 24 25 Total %
1 1 0 1 0 0 1 0 0 1 0 0 0 1 0 0 1 0 0 1 0 0 1 0 1 1 10 40
2 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 1 0 9 36
3 1 0 1 0 0 1 1 0 1 0 1 0 1 0 0 1 0 1 1 1 0 1 0 0 1 13 52
4 0 1 0 1 0 0 0 1 0 1 0 1 0 0 0 0 1 0 0 0 1 0 1 1 1 10 40
5 1 0 1 0 1 0 1 0 0 0 1 0 1 0 1 0 0 1 0 1 0 1 0 1 0 11 44
6 1 1 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 0 1 0 1 0 1 0 1 12 48
7 0 1 0 1 0 0 1 0 1 0 1 0 1 0 1 0 1 1 0 1 0 1 0 1 1 13 52
8 1 0 1 0 0 1 0 1 0 0 0 1 0 0 0 1 0 0 1 0 1 0 1 0 1 10 40
9 1 1 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 0 1 0 1 1 17 68
10 1 0 1 1 0 1 0 1 1 0 1 1 0 1 0 1 0 1 0 1 0 1 1 0 1 15 60
11 0 1 0 0 1 0 1 0 0 1 1 0 1 0 1 0 1 0 1 0 1 0 1 1 1 13 52
12 1 0 1 0 1 1 0 0 1 0 0 1 1 0 1 1 0 1 1 0 1 1 0 1 0 14 56
13 0 1 0 1 1 0 1 0 0 1 1 0 0 1 0 1 1 0 0 1 0 0 1 1 1 13 52
14 1 1 1 0 0 1 0 1 0 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 12 48
15 0 1 0 0 1 0 1 0 1 1 0 1 0 0 1 0 1 0 0 1 0 1 1 1 0 12 48
16 1 0 1 0 0 1 0 1 0 0 1 0 1 1 0 1 0 1 1 0 0 1 0 1 1 13 52
17 1 1 0 1 1 0 1 0 0 1 0 1 0 0 1 0 1 0 1 1 0 1 1 0 1 14 56
18 0 1 1 0 1 1 0 0 1 0 1 0 0 1 0 1 0 1 0 0 1 0 1 1 1 13 52
19 1 0 0 1 0 1 0 1 0 0 1 0 1 0 0 1 0 0 1 0 1 1 0 1 1 12 48
20 1 1 1 0 0 0 1 0 1 1 0 1 0 0 1 0 1 0 0 1 0 1 1 0 1 13 52
21 1 0 1 1 1 0 0 1 0 1 1 0 1 0 0 1 0 1 1 0 1 0 1 0 1 14 56
22 1 1 0 0 1 1 1 0 1 0 1 1 0 1 1 0 1 0 0 1 0 1 0 1 1 156 624
23 1 1 0 1 0 1 0 1 1 0 0 1 1 0 1 1 0 1 1 0 1 1 1 1 0 16 64
24 1 1 1 0 1 0 1 0 1 0 1 0 1 1 0 1 1 0 1 1 0 1 1 1 1 17 68
25 1 1 0 1 0 1 0 1 1 1 0 1 1 1 0 1 1 0 1 1 1 1 0 1 1 18 72
26 1 1 1 0 1 0 1 0 1 0 1 0 1 1 1 1 0 1 1 1 1 1 1 1 1 19 76
27 0 0 1 0 1 0 1 1 0 1 0 1 0 0 1 0 0 1 0 1 0 1 0 1 0 11 44
28 1 0 0 1 0 1 0 0 1 0 1 0 1 0 0 1 0 0 1 0 1 0 0 0 0 9 36
29 0 1 0 0 1 0 0 1 0 0 0 0 0 1 0 0 1 0 0 1 0 0 0 0 1 7 28
30 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 0 1 0 1 0 1 0 1 10 40
31 1 1 1 1 1 1 0 1 0 1 1 0 1 1 1 0 1 1 1 0 1 1 1 1 1 20 80
SECTION-C: POST TEST
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20 21 22 23 24 25 Total %
32 1 1 1 1 1 1 1 1 1 0 1 1 0 1 0 1 1 1 0 1 0 1 1 0 1 19 76
33 1 1 1 1 0 1 1 0 1 1 1 1 1 1 1 0 1 1 1 0 1 1 1 1 1 21 84
34 1 0 1 0 1 1 0 1 1 1 1 1 1 0 1 1 0 1 1 1 1 1 1 1 1 20 80
35 0 1 0 1 0 1 0 1 0 1 0 1 0 1 1 0 1 0 1 0 1 1 1 1 1 18 72
36 1 1 1 0 1 0 1 0 1 0 1 1 1 1 0 1 0 1 1 1 1 0 1 1 0 19 76
37 1 1 0 1 1 1 0 1 0 1 0 1 0 1 0 1 1 0 1 0 1 1 1 1 1 15 60
38 1 1 1 1 1 1 1 1 0 1 1 0 1 0 1 0 1 0 1 1 0 1 1 1 1 17 68
39 1 1 1 1 1 0 1 1 0 1 1 1 1 1 0 1 0 1 1 1 1 0 1 1 1 17 68
40 1 1 1 1 0 1 1 0 1 0 1 0 1 0 1 0 1 0 1 1 1 1 0 1 1 19 76
41 1 1 1 1 1 1 0 1 0 1 1 1 0 1 0 1 0 1 0 1 0 1 1 1 1 20 80
42 1 1 1 0 1 1 1 0 1 1 1 0 1 1 0 0 1 1 1 0 1 1 1 1 1 17 68
43 1 1 1 1 0 1 0 1 0 1 0 1 0 0 1 1 0 1 0 1 1 1 1 1 1 18 72
44 1 1 1 0 1 1 1 0 1 1 1 0 1 1 0 0 1 1 1 0 1 1 1 1 1 19 76
45 1 1 1 1 0 1 0 1 0 1 0 1 0 0 1 1 0 1 0 1 1 1 1 1 1 17 68
46 0 1 1 1 0 1 1 0 1 0 1 0 1 1 0 0 1 0 1 1 1 1 1 0 1 16 64
47 1 0 1 0 1 1 0 1 0 1 0 1 0 1 1 1 0 1 1 1 1 0 0 0 1 15 60
48 1 1 1 1 1 0 1 0 1 0 1 0 1 0 1 0 1 0 0 1 0 1 1 1 1 16 64
49 1 1 0 1 0 1 0 1 0 1 0 1 1 1 0 1 1 1 1 0 1 1 1 0 1 17 68
50 1 1 1 1 1 0 1 1 1 0 1 0 1 0 1 0 1 1 1 1 0 1 1 1 1 19 76
51 0 1 0 1 0 1 0 0 1 0 1 1 0 1 0 1 0 1 0 1 0 1 0 0 1 123 492
52 1 1 0 0 1 0 1 0 0 1 0 1 0 1 1 0 1 0 1 0 1 0 1 0 1 13 52
53 1 1 1 1 1 1 1 1 0 1 1 0 1 0 0 1 0 1 0 1 0 1 1 1 1 18 72
54 1 1 1 1 0 1 0 1 1 1 1 1 0 1 1 0 1 0 1 0 1 0 1 1 1 19 76
55 1 1 1 1 1 0 1 0 1 0 1 0 1 1 0 1 1 1 1 1 0 1 1 1 1 17 68
56 1 0 0 1 0 1 0 0 0 1 0 1 0 0 1 0 1 0 1 0 1 1 1 1 1 18 72
57 1 1 1 1 1 0 1 0 1 0 1 0 1 1 0 1 1 1 1 1 0 1 1 1 1 19 76
58 1 1 1 1 0 1 0 1 1 1 1 1 1 0 1 0 1 1 1 1 1 1 1 1 0 20 80
59 1 1 0 1 1 1 1 0 1 1 1 1 1 1 0 1 1 1 1 1 0 1 1 1 1 21 84
60 1 1 1 1 1 1 1 1 0 1 0 1 1 1 1 1 1 1 1 0 1 1 1 1 1 22 88
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20
1 2 1 5 3 2 2 3 3 4 1 1 3 2 2 5 3 2 4 4 2
2 4 5 2 2 3 4 4 4 2 4 2 1 6 3 2 4 1 2 3 4
3 4 3 3 3 7 5 3 5 2 4 10 12 5 3 8 6 4 2 10 8
4 6 5 4 5 3 6 3 4 7 6 5 2 5 8 3 5 10 5 2 4
5 4 6 7 7 5 3 7 4 5 5 2 2 2 4 2 2 3 7 1 2
For 60 samples:
Marks
1 162
2 186
3 321
4 294
5 237 -
ATTITUDE-PRE
Grade Percentage
Strongly Disagree 13.5
Disagree 15.5
Neigther Agree or Disagree 26.75
Agree 24.5
Strongly Agree 19.75
S.No 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 26 17 18 19 20
1 3 2 2 2 2 3 2 2 3 2 2 1 2 4 2 4 2 2 4 3
2 2 2 2 4 4 4 3 4 3 5 5 2 4 3 3 4 3 3 2 4
3 5 6 4 4 5 3 6 5 5 5 3 6 2 3 5 3 4 6 4 2
4 8 7 8 6 7 8 7 6 8 6 7 7 8 8 7 7 8 6 6 8
5 2 3 4 4 2 2 2 3 1 2 4 4 4 2 3 2 3 3 4 3
For 60 Samples:
Marks
1 147
2 198
3 246
4 429
5 171
35.75
14.25
Agree
ATTITUDE-POST
Strongly Disagree
Disagree
Neigther Agree or Disagree
Strongly Agree
Grade Percentage
12.25
16.5
21.25
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Health Care 
Needs 
Nursing 
Intervention 
Intervening 
Variables 
Enhanced Comfort: Post 
test levels of Knowledge 
and attitude 
Health 
seeking 
behaviour 
Institutional 
Integrity 
Pretest level 
of 
knowledge 
and attitude 
Administra-
tion of health 
promotion 
programme 
Age 
Gender 
Religion 
Marital Status 
Education 
Occupation 
Income 
Residence 
Type of Family 
Type of Food 
Dietary Pattern 
Family H/o. of Diabetes 
Previous Knowledge 
Source of Information 
Internal 
behaviour 
practicing of 
life style 
modification 
External 
behaviour 
recommended 
life style 
modification for 
diabetes patient 
Best Policies 
Revision of institutional 
policies to practice 
health promotion 
program for diabetics. 
Under study samples 
gains knowledge and 
attitude regarding life 
style modifications. 
Best Practice 
Education on life 
style 
modification for 
diabetic patients 
Feed Back 
Figure 1.1: CONCEPTUAL FRAMEWORK KOLCABA’S THEORY OF COMFORT  
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Figure 3.1SCHEMATIC REPRESENTATION OF 
RESEARCH METHODOLOGY 
Research Approach: Quantitative Research 
Research Design: Pre experimental design, one group pre test - post 
test design 
Setting: RGGGH Diabetology OPD- Chennai 
Population: Patients with Diabetes Mellitus 
Sampling Technique: No probability perspective technique  
Inclusion Criteria Exclusion Criteria 
 Who are attending master 
health checkup, or other OPD’s 
(Medical & Surgical) 
 Who first time diagnosed as 
diabetes mellitus. 
 Who able to understand and 
communicate in Tamil or 
English 
 Who willing to participate in 
the study 
 Both Male and Female 
 Cognitive impairement 
 Hearing and visual 
impairement 
 Gestational diabetes mellitus 
 Been admitted in ward 
 Been newly diagnosed with 
diabetic complications 
 
Sampling Size: 60 Samples (No. of Samples per day 10) 
Pretest assessment on levels of knowledge and atti tude 
Intervention: Health promotion Program 
Post test assessment on levels of knowledge and attitude 
Data Anlaysis 
Descriptive Statistics: Frequency, Percentage, Mean, Standard 
Deviation. 
Inferential Statistics: Paired ‘t’ test, ‘Chi’ square test.  
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Fig-4.5 
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Fig-4.9 
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Fig-4.10 
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Fig-4.12 
 
-10%
0%
10%
20%
30%
40%
50%
60%
Knowledge Attitude
37.44% 38.77% 
%
  
o
f 
c
li
e
n
ts
 
 PERCENTAGE OF KNOWLEDGE & ATTITUDE GAIN SCORE 
 
12 
Fig-4.13 
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